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Preface 


This volume on the Jamkhed model of Health and Human Development represents the expression of actors 
in community health who have witnessed Jamkhed’s evolution since the beginning, as also those who have learnt 
from it and have used it. 


Prof. Carl Taylor, the senior most community health expert and mentor to Dr. Raj and Dr. Mabelle Arole who 
has witnessed the Jamkhed model develop into reality has stressed the issues of empowerment of the community, 
women and marginalized groups. Dr. Carl Taylor has acknowledged the contribution of Jamkhed approach in 
influencing national health policy in India and also the Alma Ata declaration in 1978. Prof. Henry Perry and Carl 
Taylor have discussed the role of comprehensive primary health care in reaching the millennium development 
goals about child mortality. The paper by Mabelle and Raj Arole on Primary Health Care has been reproduced to 
bring out the approach and the process of Jamkhed work, it needs to be appreciated that they have reiterated the 
faith about people as the key actors in health, and that the professionals have to demystify their knowledge by 
sharing with the people. They have stressed non - medical intervention in the areas such as social economic 
issues and status of women important to achieve good health. “Often our health education is oppressive and 
dictatorial without reference to people’s needs, resources and abilities.” Dr. Shobha Arole has given a brief 
manual about the selection and training of village health workers. Rev. Dr. Sebastian Ousepparampil, as 
Director of Catholic Health Association of India has acknowledged the help received from Jamkhed for training 
their workers. Jamkhed work has been referred in several international research publications which has been 
discussed by Dr. Premkumar in his paper. 


There have been a number of papers giving an account of the experiences of replicating J amkhed approach in 
Andhra Pradesh and other parts of the world, more particularly in Latin America. Dr. Jon E. Rohde has discussed 
the James Grant incremental approach about child survival in the context of millennium development goals. Dr. 
Alok Mukhopadhyay from Voluntary Health Association of India has associated the role of voluntary sector in 
health care in partnership with the Government. Dr. C. S. Pandav has discussed the issue of Iodine Deficiency 
Disorders in India, while Dr. Shyam Ashtekar has discussed the issues of malnutrition in India. Dr. Vilas Kovai 
and his colleagues have discussed primary health approach as applied to primary eye care. 


There are several personal reflections from the leaders in Community Health about the Arole Family and 
their contribution to empowerment of people, bringing social transformation. One of the notable tributes has 
been from Admiral Vishnu Bhagwat who has called Dr. Arole as “A People’s Doctor”. 


This volume on Health and Human Development has provided glimpses of the contributions of the Arole’s as 
practiced in Jamkhed. 
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Jamkhed Model : Social Science Perspectives 


Prof. R.K. Mutatkar 


President, The Maharashtra Association of Anthropological Sciences 


Health care delivery in rural India was initiated in the public sector in the wake of community development 
programme started on October 2, 1952. Primary health centres were established in community development 
blocks. However, they did not seem to make an impact on providing curative, preventive or promotive services. 
It has been difficult to attract medical graduates to serve in rural areas, a situation that continues today. 


Some medical specialists, like Dr. Banoo Coyaji, an obstetrician and gynecologist from Pune, and Dr. N. H. 
Antia, a plastic surgeon from Mumbai (Bombay), who had earned fame in their respective specialties, got 
enamoured of providing curative services in the countryside, during 1970s. However, unlike Dr. Rajnikant and 
Dr. Mabelle Arole, they did not initiate medical services in the rural areas, nor did they stay in the villages. After 
their formal postgraduate training in medicine, surgery and public health in the U.S., the Arole’s decided to make 
villages their home. It is always a problem to strike a balance between the visibility and freedom from illness, 
and preventing illness and promoting health which do not have visibility to the lay people. Those who have 
concern for the people at large and particularly the poor in rural areas, are enthusiastic about preventive and 
promotive services. People have a day-to-day need for treatment of illness which obstructs their livelihood 
activities and if unattended, threatens survival. The road to community health and development programs, 
therefore, had to begin with curative services. The 
hospital is a symbol of care for the afflicted and 
hence in great demand. Wise people in Jamkhed 
as elsewhere have the capacity to calculate the 
cost of care 100 km away which also involves 
_ | transportation and loss of livelihood time. They 
we thus support the cost of local hospitalization. 
Curative services build confidence of the people 
with visible results addressing their immediate 
morbidity concerns. The extreme poor, 
| marginalised and disadvantaged people who 
ie suffer double burden of economic and social 
| deprivation do not identify their health as a 
' priority concern. Out of the general 
disorganization in their lives, which excommunicates them and makes the struggle for biological and social 
survival and emotional bondage very difficult, ill-health is just another additional point of disorganization. The 
whole life gets reduced to destiny, pessimism and psychology of defeat. The Arole’s addressed themselves to 
these marginalised people and continue to do so. 


In the process of initiating curative treatment centers, with the vision for fostering preventive-promotive 
services towards health susta.nability, a realization confronts that health is inseparable from general socio- 
economic development. It is an epidemiological truth that communicable diseases disappeared from the West 
as a result of general socio-economic development, measurable in terms of better nutrition, clean water and 
sanitation. The Primary Health Care Approach enunciated in the 1978 Alma Ata declaration of “Health for all 
by the year 2000” emphasized the intersectoral coordination for health and development. The Arole’s had 
preceded Alma Ata and actually influenced the intersectoral approach since the Jamkhed model of 
comprehensive rural health project signified the holistic health and development programmes. Health and 
development needs and activities were addressed through the community based groups like farmers club and 
mahila mandals, formed specifically for that purpose. 
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Anthropology studies man in totality, man as a biological and social being. Every group and community has 
away of life which is labeled as a holistic concept of culture. All aspects of culture, such as economic, political, 
social, religious and aesthetic are woven into an integrated whole which provides distinct identity to a culture. 
Health isan aspect ofculture. Society through groups and institutions, operationalise culture. Although culture 
manifests material and non-material aspects as rational and non-rational aspects, the historically involved 
design of living acts as a guideline to people in their thinking process and behavioral process, as also faith and 
belief. Any change in one aspect of life is dependent on other aspects of life and impacts all the sectors. Material 
aspect changes faster since they are visible while non-material aspects, particularly those based on faith and 
belief, are difficult to change. In the area of health and disease treatment, care and medicine are easier to 
administer while preventive and promotive aspects which may correlate with customs and traditions require 
interpersonal communication and training to bring about behavioural change. Hard aspects of culture change, 
for sustainability, need to be addressed through interventions in softer aspect of culture. 


The model of social transformation has therefore to be comprehensive, aiming at sustainability. 
Sustainbility means habits, behaviour and use of products or techniques and tools, becoming a culture pattern, 
apart of culture. This is possible if the whole exercise of transformation 1s initiated or subscribed , participated 
by people. 


The Jamkhed model is an exercise in community initiatives and involvement. After winning the 
confidence of the people through affordable curative facilities, capacity building of female village health 
workers has been the major intervention strategy towards social transformation. The principle of equity opened 
the gates to marginalised, socially, disadvantaged women from low caste groups, widows, destitutes or victims 
of domestic violence, for recruitment and capacity building towards health and development activities. Equity 
and empowerment has thus gone hand-in-hand. The principle of integration refers to a comprehensive 
approach following the conceptual model of integrative nature of culture in its static and dynamics aspects. 
Although recruitment on the principle of equity is manageable as in the case of constitutional affirmative action 
of reservation policy, social acceptability by the traditional highly placed group is not easy. Probably the 
knowledge matched by visible output oriented skills are required for universal acceptability. The 
empowerment of Jamkhed women health workers and the self-confidence and self-esteem is best documented 
inthe published life histories of these women. 


The Jamkhed model can thus be summarized in terms of its social science perspectives as an exercise in 
social transformation brought about by people with participation initiatives by poor and marginalised women. 
The capacity building and empowerment of these women have been facilitated by the Arole’s using the equity 
principle. Health and development which are now recognized as the ‘rights’ of people were identified in the 
Jamkhed model. The anthropological approach of identifying the issues from the perspectives of the people, 
through their eyes, by “going native” is what was followed in Jamkhed. “We” cannot change “Them”. They 
have to change themselves. They have to be facilitated in doing that by using our power of knowledge and skills 
and by transmitting it to them in full measures. Health education, IEC and behavioural change communication 
social marketing gimmicks, promoting people to follow our dictates unquestionably. At best, it may be termed 
as co-option to our ideology whichis market oriented. 
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Current Health Status 


| _Dr. Ashok Patil 
President, International Association of Agricultural Medicine & Rural Health 
Pro-vice Chancellor, Pravara Institute of Medical Sciences, Loni. 
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Success Stories of People’s Empowerment 


Rev. Dr. Sebastian Ousepparampil 


Director, The Catholic Health Association of India 


The story of the ‘concept’ and ‘growth’ of Community Health’, is to be understood as a pilgrimage or 
journey that has moved doctors, nurses, health and development activists, teachers, visionaries and citizens 
beyond the bio-medical model of health care symbolized by hospitals, dispensaries, drugs, medical technology, 
surgery and high-tech diagnostics to a community-based, community-oriented and community-supported 
health action focusing on community-based health workers and volunteers, appropriate technology and health 
awareness initiatives, dialogue with traditional healing practices and involvement in integrated rural 
development. And above all, a struggle for a more equitable socio-economic-cultural-political system in which 
health can become a reality for all people. 


Comprehensive Rural Health Project 
(CRHP), JAMKHED 

In the late 1960s, the euphoria generated by 
the concept of primary health centres (PHCs) as 
the hub of community health activities reaching 
out to all those who needed health care and 
health action began to subside and the problems 
of quantitative infrastructure expansion at the 
cost of quality services began to be increasingly 
experienced. The bureaucratic and top-down 
nature of most of the planned health programmes 
at the PHC levels also negated the key-factor of community involvement and participation that had been 
emphasized in the Bhore and Mudaliar Committee reports. 

More and more experts, health action initiators in the voluntary sector, academics, researchers and 
visionaries began to feel that there was need to evolve a system and approach more relevant to our social reality. 
Who would begin this task? The most well-known among these efforts was the Jamkhed Project initiated by Dr. 
R. S. Arole and the late Dr. Mabelle Arole. Jamkhed became a prototype and an inspiration. 

After finishing a master’s programme at John Hopkins University in Baltimore, US, Dr. Rajanikant Arole 
and his wife Dr. Mabelle Arole returned to Jamkhed in 1970, though many people dissuaded them against going 
to work in a god-forsaken area, instead of building a beautiful career overseas. But Jamkhed was destined to find 
a place in the world map of community health activism. They started working in right earnest in an abandoned 
veterinary dispensary and a few rooms around in a neighbouring building without toilet or running water. 


Nothing could deter them. 
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agers alphabet and social awareness, they were taught to treat diseases, conduct 
ries, set bone-fractures, make artificial limbs etc. These trained health-workers 
ducating people on hygiene, prevention of diseases, the need to break caste 
ole’s had multi-dimensional effects. 


Besides giving the vill 
deliveries, manage minor surge 
became also agents of social change € 
prejudices, etc. Many initiatives taken by the Ar 


Dr. Arole’s conclusions 


“You cannot bring health to people by giving medicines alone. People who get well will keep falling 
sick, if they can’t have enough to eat and if they can’t have healthy situations. 


“You cannot reach all the sick who need to be helped if you stay within the hospital. Most of them 
cannot come to your hospital. 


“By doing just everything yourself, you can reach only a few. 


“Approaches in sophisticated hospitals may not be appropriate in a village context.” 


Village health worker concept 

As the Arole’s sought to find alternatives to 
health care, particularly to make health and 
development accessible to the poor, they tried 
several approaches to bring about effective health 
care in the villages. After a few failures with the type 
| of persons to be kept in the villages, they were among 
the first persons to initiate the Village Health Worker 
concept. These community health care workers 
belonged to the village, knew about their societies, 
_ | the language used by persons in the village and 
identified themselves completely with the village 
people. Most of the community health care workers 
were chosen by the communities themselves and 
efforts were made to have health workers from various caste groups, and who were independent of local politics 
or politicians’ wives etc. This led to the ability of community health workers (CHWs), to be involved in health 
and development beyoad caste and political lines. 

Over a period of time, the CHWs gained in confidence. The success of the CHWs at Jamkhed was mainly due 
to certain factors. Besides giving health knowledge, they received training in developing confidence, building 
their self-image, and personal growth. Adequate understanding of social and economic issues, the status of 
women and value-based empowerment enabled them to have a much more enriched realm. 

Furthermore, they gained the ability to think and analyze for themselves which led them to come to relevant 
and appropriate solutions to problems. They became assertive and empowered enough to approach various 
government, business and bank officials. One of the keys to success also lay in the fact that they were never 


perceived to be the lowest rung of a cadre of health professionals. They were seen as representatives of their 
village communities. 
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Today, there are about 200 CHWs in the Jamkhed Project. The older first-generation of health workers are 
involved much more in training though they also work in their own villages. Many have travelled to various 
parts of India and also a few to other countries to share their experiences and promote community-based health 
and development. The younger CHWs gain knowledge and experience through the staff and the older CHWs. 
This model has been so successful that the Andhra Pradesh Government, the Tribal areas of Maharashtra and the 
National Rural Health Mission, of which Dr. Raj Arole is the sole NGO member, are now in the process of 
applying parts of the Jamkhed Project in their programmes. 


Story of Lalanbai 

Lalanbai was born into extreme poverty in the village of 
Pimpalgaon ina Dalit (untouchable) family. Lalanbai never learned to 
read and write because her parents could not afford to send her to } 
school. She was married when she was 10 or 11 to a very jealous man | 
who would beat her and forbid her to leave the house. Lalanbai soon } 
became pregnant, but was abandoned by her husband to raise her son ; 
alone. When her son was four years old, he became ill with measles. 
According to the beliefs of her community, his condition was caused by 
a curse of the Goddess. Therefore, he was denied food, water, and 
medicines in the hope of a divine miracle to cure him. Unfortunately, 
his condition worsened and he died. 

When Lalanbai returned to her village, she was ostracized by her 
community due to her caste and the fact that she was unmarried. | 
However, the village leader selected her to receive training at CRHP to 
become a village health worker. Her training at CRHP was designed 
not only to teach her about health, but also to show her that she was 


capable and deserved to learn and serve her community. As an illiterate Dalit woman, Lalanbai was very unsure 
of her ability to learn and succeed as a village health worker. However, in her training at CRHP she was treated 
with respect and asked to work together as an equal with women from all castes. In the beginning in her work asa 
village health worker, Lalanbai encountered problems because many people were resistant to interacting with a 
Dalit woman. However, the self-confidence she gained through her training at CRHP allowed her to work past 
these initial difficulties. As the community began to recognize her skills, they began to see past her caste and 
respected her for the invaluable work she was doing in the community. She worked hard to educate the people of 
her village about health so that no more children would die like her son had due to harmful traditional practices. 
From being a poor, marginalized Dalit woman, Lalanbai became a respected member of her community. 


The activist-couple could thus declare to the world at large that the Alma Ata declaration of Health for All by 
2000 need not remain just a dream; it could be made a reality, if people are taught to solve their health problems 
by themselves. 


Though Mabelle Arole is not alive today to share the work with Dr. Rajanikant Arole, her daughter Dr. 
Shobha Arole assists the father in taking the programme from strength to strength. 
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Dr. Rajanikant Arole and his daughter, Dr. Shobha Arole in front 
of a painting of the late Dr. Mabelle Arole 


THE CATHOLIC HEALTH ASSOCIATION OF INDIA 

The Catholic Health Association (CHAT) was founded in 1943 when the world was at war; and when Bengal 
was in the grip ofa raging famine caused, not due to the lack of food but due to disorganization. Casualties were 
too many and sick and displaced were pouring into Calcutta. The J apanese bombs had shocked Calcutta. It was 
a year of great medical need. Army hospitals had been set up in India with neither enough infrastructure nor 
manpower. The archbishop of Madras was bringing in sisters and securing permission for them to practice 
medicine. 

Inspired by the teaching of Pope Pius XII to ‘organize the forces of good’ and the medical associations in 
India and abroad, the sisters from the Congregations of St Anne and the Society of Jesus, Mary and Joseph came 
togetier in 1941 for an informal meeting at Guntur which eventually led to the formation of the Catholic Hospital 
Association which subsequently came to be renamed the Catholic Health Association of India. 
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Phases of growth and development 


The Catholic Health Association of India has gone through various phases in its journey of reaching out to 
people - Competency (1943-1956), Basic need (1957-1968), Consolidation (1969-1 978), Change (1979-1992). 
Paradigm Shift (1993-2001), Universal Access to Health and Communicable Diseases (2002 onwards). The 
journey continues. 


The Eighties witnessed several events. CHAI began to focus more specifically and analytically on problems 
and needs of the poor and marginalized. It articulated a new vision of health and developed strategies and 
programmes to achieve the same. ‘Community Health’ was identified as a priority and considered as a major 
thrust area. Thus, a community health department was initiated in November 1981 and was expanded in 1983, 
equipping members all over the country through training as well as promoting training for village health 
workers. Attempts were made to form regional units of CHAI. Besides the then existing unit in Kerala, new 
units were started in Karnataka, Bihar, Orissa, Tamil Nadu and Andhra Pradesh. Later additions units were 
NECHA (North Eastern CHA covering the seven North Eastern States) and RUPCHA (Rajasthan, Uttar Pradesh 
CHA). 


Golden and diamond jubilees 


CHAI celebrated its Golden jubilee in 1993, and Diamond Jubilee in 2003. The jubilees were occasions that 
helped the organization to understand its past failings as well as plan carefully for the future. 


The organization has taken care to make itself relevant according to changing health situation. Accordingly, 
it redefined its goal and sharpened its vision whenever required to fit in with the changing times. It forged 
alliances as well as collaborated with many like-minded organizations towards fulfilling its mission of 
‘Universal Access to Health for All’. 


Comprehensive community health programme 


CHAI has been working towards its focus of developing an affordable, accessible and sustainable health care 
system to meet the needs of the people to reach the goal of Universal Access to Health for All. A major initiative 
undertaken in this regard was to design the Comprehensive Plan-III, titled ‘Comprehensive Community Health 
Programme’ with the involvement of people who have done remarkable work in the field of Community Health. 


Consultations with experts in the field.of community health, such as the late Dr. Antia, and Dr. Arole, were 
organized to correlate their experiences and identify the possible initiatives leading to the realization of 
Universal Accessto Health for All. 


Exposure visits to existing alternative models such as the Comprehensive Rural Health Programme 
(CRHP), Jamkhed, and Foundation for Research and Community Health (FRCH) Pune, as well as training 
obtained from those projects enabled the organization to incorporate these models into CHAI structures and 


operational areas. 


“a 


at empowering the local community into an active group, which will be able to identify 


The programme aims 
eans to solve them and thus take active responsibility 


the factors causing ill health, discuss their problems, find m 


for their own health and development. 


CHAI sees the empowerment of its member institutions as the means to its ultimate end point of having 
personnel who will have the ability and desire to interact with communities, facilitate community-group 
formation, help in the identification and training of local health workers, and monitor the programme along with 
the community. They will ensure that participatory processes are used throughout, where people themselves 


come together, identify their problems as well as possible solutions. 


The Centre of Excellence of CHAI which is in the process of being established will help enormously in the 


process. 
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Understanding and addressing Medicine and Health Concerns 


Dr. Meera Shiva 


Member, Center Council of Health & F amily Welfare (Govt. of India) 


Almost 30 years ago, while doing my thesis for my M.D. in Internal Medicine at Christian Medical College. 
Under Dr. Betty Cowan involving analysis of 1000 medical OPD patients, I first heard of the Alma Ata Charter. 
The year was 1978. It was a turning point in my life and after reading it, internalizing it, the results of my thesis 
showed around 70% of problems were preventable. It was not possible to be a physician alone. 

1979 saw me doing a Community Health and Development Residency and it was during this that I had the 
privilege of going to the Comprehensive Rural Health Project, Jamkhed and meeting Dr. Mabelle Arole and Dr. 
Raj Arole. Both were CMC Vellore alumni. 

The importance of a comprehensive approach to health linking up provision of basic health care, health 
education, with back up referral service, organizing mahila mandals, women’s empowerment, young farmers 
cooperatives, food for work, during drought and water conservation was obvious. 

What impressed me the most was the participatory training, with Dr. Mabelle sitting with the women in a 
lively interactive learning process. The dignity of the women, their confidence and their desire to learn and 
practice was fascinating. 

As part of my own learning, I lived with a village health worker, followed her around observing her 
interactions and working relationships. I learned about the social mapping of the village, the water sources, the 
process of decision making, the economic linkages and the access to resources, eg. rural credit and the 
importance of village ceremonies. 


"5 CRHP later added the Jaipur foot prosthesis for the 
=a amputees, tapping mind power renewable energy, making of 
: é | lenses for eye glasses, nursery of plants and a rural health 
program. 
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Still what stu 
trained, supported vill 


the importance of the vill 


CRHP Jamkhed, following up wei ght. 


This is of extra concern when it is known that one 
third of our newborns are low birth weight babies, 
almost 20% of our maternal mortality is anaemia 
related, and around 30% of infant death is related to 
poor nutrition. Food costs hit the women and children 
most and iron, folic acid and Vit A as promoted by the 
Health Ministry can be complementary, supplementary 
to adequate nourishing food and not its substitute. 


k with me the deepest was the need for a comprehensive health approach, the role of well- 
, Ww * . . . 
; age health workers for the provision of basic health care and health education as well as 


age commons, water source and grazing land. 


Over the years, in the country we are witnessing the erosion of 
determinants of health, decreasing per capita food and pulse consumption, 
spiraling food and medical care prices, medical indebtedness exploitation 
in the name of medicine, where irrational and hazardous medicines and 
chemicals continue to be sold and promoted, systematically moving away 
from a comprehensive primary health care approach as was recommended 
in the Alma Ata Charter and even the joint ICMR, ICSSR report in 1981 
“Alternative Strategy Health for All”. Verticalisation of health 
programmes, and reductions of market-friendly technological solutions 
being promoted has resulted in “medical care” being seen as equivalent to 
“Health care” at a conceptual and strategic level. Why should the Health 
Ministry not be concerned about the National Nutrition Policy and 
policies and programmes that provide nutrition to our people, especially 
women and children? 


CRHP Jamkhed, care of low birth weight baby. 


Shortages of iron and folic acid have been reported from several states 
including access problems to chloroquin in Chattisgarh which is endemic 
for falciparum Malaria and killing hundreds of women and children. Lack 
of availability to essential and life saving medicines, blood and oxygen for 
preventing maternal mortality and providing emergency obstetric care 
continues to be a problem. Rational use of medicines is equally important 
with an increase in water-borne and vector-borne diseases from climate 
change and global warming. Need for antimicrobials and their rational use 
to prevention antibiotic resistance have to be given priority. 


CRHP Jamkhed, emergency section. 
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Why should there be shortages of essential food and essential medicines? Why should there be flooding with 
non essential, irrational and hazardous medicines? Some of the products weeded out because of the efforts of 
public interest groups for their safety concerns were high dose estrogen progesterone combinations, used for 
pregnancy testing and other gynecological problems eg, dysfunctional uterine haemorrhage and endometriosis 
in which they had no therapeutic role and the fact that these drugs could cause congenital malformation of 
unborn babies was not communicated to the doctors as well as the pregnant women. The drug is contraindicated 
for pregnant women. 


Leterazole is a drug for cancer which is contraindicated for premenopausal women according to the 
manufacturers in their literature. Leterazole has been cleared as an anti-infertility drug, when cheaper more 
effective fertility drugs are available. 


Looking back there are two situations where politics or machinery concerns overrode the basic principles of 
the rational use of drugs. 


One was the Bhopal Gas Tragedy where Sodium Thiosulphate was the only antidote available for preventing 
the potentially irreversible multi-systemic damage caused by MIL (Methyl Isocyanate). This essential life 
Saving medicine was denied as acknowledging its role by the company Union Carbide would have had legal 
implications in the payment of compensation to the gas victims. 


Not merely were the gas victims denied rational treatment but they have not received appropriate 
compensation and today a second generation is suffering from congenital malformation due to exposure of 
poisons eg, mercury cadmium chloroform in the contaminated sub soil water. This is due to toxic effluents of the 
Union Carbide thrown in the campus, the contaminated soil and water. 


Hazardous chemicals, hazardous drugs and hazardous policies are all health destroying. It is important to use 
precautionary principles when it comes to potentially hazardous products and technolo gy. 


Many drugs considered safe initially have been found to be problematic. Thalidomide, Diethyl Stilbaestrol, 
to pregnant women oestrogens, Bovine Growth Hormones antibiotics given to animals and poultry were 
considered safe until problems were seen later. Pesticides were promoted as essential for the growth of crops, 
the association with increasing cancer, congenital malformations and other problems were systematically 
denied. We see history repeating itself with GM foods being promoted as the answer to the food crisis, when this 
is far from true. 


At a time when violence against nature, against humanity, against self is increasing it is important to stop 
introspect, relook at life’s priorities and health priorities. 


CRHP Jamkhed, distributing of medicines in the pharmacy. 
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Essentials before Luxu ries 


For many the priority 1n life is to have the basic needs of food, water, shelter, education, and health care met. 
Only some have the value system and opportunity to find their happiness in serving others, in ensuring the health 
and happiness of those who are not in a position to provide money and power. This is a contrast to those seeking 
rich clientele as well as R & D and selling of drugs and treatment of those with purchasing power. 


e who make such choices, those who have a high integrity quotient, high insanyat quotient, for 
deep respect, deep appreciation as they are the antidotes to the dobuatidemamae of 
fe gs ree DE MIONICS Act or PCPNDT) regulations and laws can prevent persons hell bent 
on violating them from doing so. In areal physically, mentally, ecologically, spiritually healthy and harmoni 
community, making unjust profits from selling hazardous drugs, chemicals teohmalt oe a : onious 
condemned and so also those who conduct unethical clinical trials and falsify health and pov eh niet — be 


For thos 
making such choices, we owe 
society. No amount of (Drugs 


The Health Agenda of the Future has to address these. 
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The CRHP activities in research publications: review from 2001. 


Ramaswamy Premkumar, PhD. 


Part time Research Consultant CRHP since 1999. 


Summary: Most developing countries have concentrated on emulating a Western style of health care 
services, with the result that an elite few are over-medicalised whereas the majority are neglected. However, the 
Jamkhed model has shown that participation of the community in the development of local health services can 
provide a solution. 


The Comprehensive Rural Health Project (CRHP), 
Jamkhed, began in 1970 as one of the pioneer programs 
that developed the principles of comprehensive, 
community-based primary health care. Over the years it 
has developed as a successful model that has 
empowered communities to take health into their own 
hands. For this reason it attracts a large number of isp 
visitors from within the country and outside who come 
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with a keenness to learn this model of community based pod 
primary health care (CB-PHC). 


A few among these came to do research studies; a large 
*| number being students from universities in courses 
ranging from under-graduation to doctoral programs with 
| an assortment of specializations, science (mostly health 
related) to arts (Economics, Development/Social Work 
etce! 


This presentation will not look into their project reports but will only present the results of another group of 
researchers who visit Jamkhed and published their findings in peer reviewed accredited journals or reported in 
the WHO technical series. The second group of researchers was at senior level and the common study question 
they all had was, “what changes has the Jamkhed model brought about to the community and to the individuals 
whom they serve; what is the evidence?” The Jamkhed model would have undergone such scrutiny since 1975 
WHO’s publication on this module in its technical series’. One major outcome of the Arole’s and few other 
likeminded peoples’ work in early 70’s had resulted in the declaration of “Health for all” in Alma-Ata, USSR in 
1978°. This presentation concentrates only on publications after 2001. Y 
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OBSTETRIC CARE - 2001 


articles/WHO reports had been published on Jamkhed on issues ranging from 
cific diseases and conditions like leprosy, HIV/AIDS, mental health and 
obstetric care. The millennium publication from Jamkhed began with the topic on averting maternal deaths by 
McCord etal’. In central and north India, as well as in Pakistan, Nepal and Bangladesh, almost all rural deliveries 
are at home. However, some assumed that in the above countries obstetric services for the poor must be in the 
government hospitals and that a large proportion of deliveries need to be in these hospitals to provide timely 


Between 2001 to 2007 six 
community development to spe 


4-7 
‘access toemergency care . 


McCord et al studied the above hypothesis by following up 
2905 pregnancies from the Jamkhed project area to term to 
___| learn the number and types of complications, where these 
| | complications were treated, how many women received 
emergency obstetric care and how these services affected the 
outcome. One of their results showed that only 15 % delivered 
in the hospitals and among them only 18 % in government 
hospitals and the remaining 82 % in private or project 
hospitals. Dr. J.A. Fortney, Editor, International Journal of 
Gynecology and Obstetrics in his editorial’ on McCord’s paper 
pointed out that 82% sought care in private or project hospitals 
had demonstrated that, given the option of high quality 
obstetric care; even people with limited resources are willing 
to pay for it. This paper had shown that in spite of the fact that 
| 40% of families in the study area are below the poverty line of 
| US $80 disposable income per year, still they are willing to pay 
“4 — if the care they receive is effective. This study also 

| demonstrated that in this area, where almost all deliveries take 
“4 place at home, and most people are illiterate; families can 
. __| fecognize complications and the need for professional care. 
___| Given information and options, people can and do make 
_| intelligent choices. 


COMMUNITY DEVELOPMENT: 2004 & 2005 


Community development is becoming one of the most popular subjects in the context of public health 
interventions. Although an accurate definition of community development is problematic, as per the Arole’s, it is 
the empowerment of a community to obtain self-reliance and control over the factors that affect their health. In 
2005 in the WHO technical series Arole et al demonstrated that one indicator for effective community 
development is the improved mental health among the population where such activities are implemented’. In this 
report the authors showed how stress is reduced among individuals with improved health of women and children 
in the community. In 2004 Hossain et al published their South Asian experiences in community development”. 
In it they quoted three most prominent examples in community development in South Asia in which Jamkhed 
was one among them. As per the authors the essential criteria for community development was involvement of 
community in planning, managing and evaluating health and these were present in the above model. The authors 
had further shown how this model involved training of local people, building awareness, 
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and providing health education to reduce the communities’ dependence on the private and the public health 
sectors. 


LEPROSY STIGMA- 2002 


A study on stigma-attached leprosy was published in 2002 in collaboration with the American Leprosy 
Missions’. This study defined a stigmatized 
person as one who is not accepted and is not 
accorded the respect and regard of his peers; one 
who is disqualified from full social acceptance. In 
the Jamkhed project, leprosy care has been 
integrated with other conditions for the past 30 
years, while it was still a vertical programme in 
the rest of the country. The difference between the 
vertical and integrated approach is that in a 
vertical set-up leprosy control activities are 
performed by a separate staff structure and are not 
incorporated into other health systems. It is a 
vertically administered programme. Often, 
trained personnel will carry out all the leprosy 
related activities, and community involvement is 
minimal. In Jamkhed it is not merely integration 
of leprosy with other conditions but an integrated 
CB-PHC approach was also adopted. It 
emphasizes empowering people with knowledge 
and skills. 


The result of this study showed that social stigma was virtually non-existent among the communities with the 
integrated approach and minimally experienced by leprosy patients living in the Jamkhed model villages. 
However, a high level of self-stigmatization among leprosy patients was observed in the vertical approach 
villages and an equally high level of social stigma was found in their communities. Thus this study concluded 
that integrated CB-PHC is effective in reducing the social stigma in the community. 


HIV/AIDS - 2005 


The National AIDS research institute at Pune, wanted to do a prevalence study of HIV infection in pregnant 
women in remote rural areas of Maharashtra State, and in collaboration with the CRHP they selected the 
Jamkhed region, as it is almost a semi-desert region in this State. In a study of 305 pregnant women, the 
prevalence of HIV infection was 0.7% (confidence interval 0.08-2.3%)'’. It was nearly 2% times higher than the 
presumed prevalence for this part of the country. The National AIDS control organization had estimated that the 
prevalence of HIV infection in the rural female population in the State of Maharashtra might be up to 0.28% only. 
This study highlighted the fact that HIV had made significant inroads into remote rural population. 
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EMPOWERMENT OF WOMEN - 2007 


1 man to common mental disorders. Possible reasons for this include 
gulations; social factors such as the imposition of rigid traditional rules 
personal liberty attribute lower social status to women; and exposure to 


Women are more susceptible tha 
biological factors such as hormonal a 
especially those that restrict seach S 
domestic and sexual violence . 


The Australian International Health Institute, University of Melbourne, studied the association between 
mental health and empowerment of women in the Jamkhed project villages. It specifically investigated the 
impact of the Jamkhed PHC programme on individuals and community in terms of suicide, depression and 
violence. The results showed that mental health is linked to the empowerment of women’. Empowerment 
activities practiced at J amkhed were through education to reduce the discrimination based on caste and sex and 


income generation measures. 


ONGOING STUDIES 


In 2007 a large-scale survey was conducted to evaluate the changes that had occurred in the Jamkhed project 
villages, as it appears to have achieved near west European levels of child mortality despite being in a very poor 
region of India”. It has been performing community-based healthcare for over thirty years. This program trained 
local women to convey health information and shake loose antiquated and harmful notions of medicine 
prevalent in rural India. Preliminary results coming from the project suggest impressive effects, including a 68% 
decrease in infant mortality along with other sizeable reductions in illness and fatality. If these results are correct, 
the CRHP model could be an important strategy that may be implemented in other high mortality regions of India 
and Africa. However, no rigorous evaluation of the impact has been completed to date. Effective Intervention is 
performing the first rigorous analysis of the program and it aims to publish results from the study in 2008. This 
organization is situated in the Department of Economic Performance, London School of Economics and this 
study is done in collaboration with the London School of Hygiene and Tropical Medicine. 


The data collection for the above study was carried out in 150 villages with 30 independent interviewers; in 
it, half were model villages, while the rest were randomly selected control villages around it. 5,394 households 
were surveyed where 5,058 eligible women and 11,155 birth histories were collected. At present this data is with 
the London School of Hygiene and Tropical Medicine for analyses. It will specifically bring out the child 
mortality rates 15 years prior to the interview and various other health and socio-economic indicators in the 
model and control villages. The results are likely to be known before the end of 2008. This study will also analyze 
the long term cost benefit of this model. 


In the same year of 2007 researchers from the Nossal Institute for Global Health, University of Melbourne, 
Australia, launched a study to assess the mental health literacy among CRHP villagers. Their hypothesis was, “it 
is important to have an understanding of the community’s knowledge about mental health problems in order to 


integrate mental health into primary health care activities”. Subsequently this project hopes to develop a mental 
health literacy training package. 


Three interviewers administered a structured questionnaire with 60 Village Health Workers (VHWs) and 
240 village members (@ 24 people from 10 villages randomly selected among all CRHP villages); thus there 
were a total sample of 300 people aged =18 years. This data will elicit the community’s knowledge about mental 
health problems. At present analyses of the records is in progress and the report is likely to be written by the end 
of May 2008. Based on the results of the above study, the Nossal Institute is planning to develop a 
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mental health-training manual for the VHWs over the next few months and will be trialing that with the CRHP 
VHWs in early November, 2008. This study will repeat the mental health literacy survey as a posttest in at least 
some of the villages where pretest was conducted to see if the VHW training has brought about any changes. 
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Government - voluntary sector partnership 


in health sector in India 


Alok Mukhopadhyay 


Chief Executive Voluntary Health association of India 


Voluntary Sector in Health Care 


Need for a New Paradigm 


Health care in India has a long tradition of voluntarism. For centuries, traditional healers have taken care of 
the health needs of their own community as a part of their social responsibility. They have used knowledge that 
has been passed down generations, regarding the medicinal value of locally available herbs and plants. This 
tradition still continues, particularly in the tribal pockets of the country. 


Unfortunately, the institutionalized voluntarism that evolved during the colonial era was completely 
dominated by the thinking of the colonizers. They completely ignored the rich traditional systems of health care 
in India. This was partly due to the fact that much of this effort grew out of the activities of Christian 
missionaries, most of which came from the West. The Indian elite, who had been partially involved in the 
voluntary effort during that phase, also firmly believed in the supremacy of everything Western. Consequently, 
there was little possibility of evolving a health system that assimilated the best of both schools. Perhaps, the 
major exception was Mahatma Gandhi’s continuous effort to popularize naturopathy, yoga and vegetarianism 
through the ashrams that he had set up in various parts of the country. 


After Independence, until the mid-sixties, voluntary effort in health care was again limited to hospital-based 
health care by rich family charities or religious institutions. In the mid-sixties, the effectiveness of the Western 
curative model of health care in the less developed countries came under serious attack by development 
planners. The Chinese experience of decentralized health care through effective use of motivated health cadres 
at the grassroots level also received wide-spread attention. Out of this rethinking grew various models of 
community health programmes that emphasized decentralized curative services. In these, trained village level 
workers played a key role. Much more importance was given to preventive aspects, where the community plays 
a more effective part in their ‘own’ health care. Unfortunately, this refreshing trend too ignored the important 
role of traditional healers and dais in health care, and very little attention was paid to the Indian Systems of 
Medicine. 

The voluntary health effort as it exists today can be broadly classified as follows: 


@ Specialized Community Health Programmes: Many of them go a little beyond health, by 
running income-generation schemes for the poorer communities so that they can meet their 
basic nutritional needs. 

e@ Integrated Develoment Programmes : In these programmes,health is a part of integrated 


development activities. Consequently, their emphasis on health care may not be as systematic 
or as effective as that of the previous group. However, the long-term impact of their work on 


health 
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and the development of the community 1s significant. 


Ith Care for Special Groups of People This includes education, rehabilitation and care of the 
: ts ped. These specialized agencies are playing an important role, keeping in view the fact 
i arid any government infrastructure exists in this sector of health care. 


e Government Voluntary Organization These are voluntary organizations which play the role of 
implementing government programmes like Family Planning and Integrated Child Development 
Services. These bodies are marginally more efficient than the government system but their 


overall approach 1 the same. 


e Health Work Sponsored by Rotary Clubs, Lions Clubs and Chambers of Commerce They usually 
concentrate on eye camps —conducting cataract operations in the rural areas on a large scale with 


the help of various specialists, etc. 


Health Researchers and Activists The effort of these groups are usually directed towards writing 
occasional papers, organizing meetings on conceptual aspects of health care and critiquing 
government policy through their journals (which usually have limited circulation). 


@ Campaign Groups These groups are working on specific health issues, such as a rational drug 
policy and amniocentesis, among others. 


According to a rough estimate, more than 7000 voluntary organizations are working in the above areas 
of health care throughout the country. Voluntary agencies have played a significant role in developing 
alternative ‘models’, as well as providing low-cost and effective health services in many parts of the 
country. They have been able to develop village-based health cadres, educational materials and appropriate 
technology. They also help in filling the critical gaps that exist in government health services. 


However, these ‘models’ are far from perfect: they do not possess the conditions of replicability, as 
does the government sector. On the other hand, the vastness and regional diversities that characterize India 
also make it extremely problematic to think of the replication or standardization of ‘models’. In fact, it is 
being increasingly acknowledged that the term ‘model’ itself is suspect when applied to people’s health care 
systems. There can be no prototype. An appropriate system should evolve from the people themselves. Just 
as health conditions emerge from the community’s interaction with its surroundings, it is the people’s 
struggle through time that determines the nature of the services that they receive. 


It is also recognized that the task of formulating a ‘model’ or an appropriate system of health care 
becomes a highly challenging managerial, sociological, technological, epidemiological and political task, 
which, if simplified to the current level of health planning, will produce imperfect results. 


The concept of ‘participation’, currently in vogue, is another problem. In the case of establishment, for 
whom anything referring to empowerment of the people is hard to accept, the term has come to mean 
compliance, contribution or collaboration. In its true sense, ‘participation leading to empowerment’ stands 
as a challenge to the interests of the establishment. 


The effect of community health experiments in shaping government policy with regard to health care 
has been limited, although a few of the concepts have been incorporated in government programmes. Some 
representatives of voluntary agencies have been absorbed in the government’s policy-making bodies. This is 
a critical area, totally neglected by voluntary agencies. 


All volunta 


initiati ily j Sa 
voluntary ry Initiatives are not necessarily in the area of extreme needs One finds very limited 
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initiative in the BIMARU states (Bihar, Madhya Pradesh, Rajasthan and Uttar Pradesh), as compared to the 
better-off states like Kerala or Maharashtra. Even in Kerala, they are not necessarily in the least developed parts 
of the Malabar Coast or the highlands. 

Hardly any effort has been made to form public opinion or mass organizations like trade unions, people’s 
movements or political bodies, to generate a demand for more appropriate and effective health services. In spite 
of these limitations, however, the contributions of voluntary health organizations in providing appropriate health 
services in needy areas is highly appreciable. 

The Kerala Sastra Sahithya Parishad (KSSP) is one of the few voluntary organizations that has attempted to 
demystify medicine. Special campaigns on drug policy, anti-smoking and amniocentesis have had some limited 
impact, both at the policy level as well as in educating consumers. KSSP emphasizes that the greater health 
problem is poverty, and that the majority of ailments arise from the inadequacy of proper food and an unhealthy 
living environment. The KSSP has organized numerous health camps, published several documents on people’s 
health, and are in constant touch with various organizations like the Voluntary Health Association of India 
(VHAI) and Medico Friends Circle. The KSSP believes that health care is a basic right of every citizen, and that 
an effective delivery system should work towards keeping the entire population physically and mentally healthy. 
It warns people against modern health care systems controlled by multinational drug companies, stressing 
instead the wealth of knowledge that exists in traditional systems of medicine. 

The health groups are also divided on ideological grounds — foreign or locally funded, those following 
traditional or modern medicine, etc. Most of these groups are dominated by a group of elite, who meet nationally 
or internationally, to express concern and share information; however, they do not have any mechanism by 
which to transfer this information to either the common people or social activists, who might be able to use this in 
their struggle. To this elite, even paramedics and village health workers are more functionaries and not agents of 
change. 


National Policies for Involvement of NGOs 

From mid-sixties, the government has envisaged a major role for NGOs in the health sector. Most of the plan 
documents clearly mention the important role that NGOs have to play in all aspects of health care, especially for 
the underprivileged population and remote areas. Since health is a state responsibility in India, this concern of 
the Central Government is not very often shared in all the state governments. Consequently, there has been 
uneven partnership between the government and NGOs, depending on the political leaning of the respective 
state governments. 

The other major problem has been that of inadequate involvement of NGOs in health planning. 
Consequently, governments look for NGOs to participate in the final phase of implementation of programmes, 
the content of which may not be close to the NGO perspective of the problem. These lead to a situation where a 
large number of sensitive NGOs do not take part in major government programmes, but a large number of NGOs 
who are coined as GONGOs (government NGOs) jump into the band-wagon ofall government programmes just 
for their own financial survival. They operate more like sub-contractors than sensitive representatives of a civil 
society. 

The other problem in this partnership has been the mismatch between the grassroots needs and the 
government agenda. Very often, an NGO working at the grassroots with the community perceives 
communicable diseases and reproductive health as major problem, whereas the government enthusiastically 
supports proposals that are target-oriented, pre-conceived and may not have anything to do with the local 


realities. The partner- 
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ted by they unequal nature of relationships and the red-tape involved in getting 
cate 


dthe budget released from the government. 
lems have been discussed in various forums between government representatives and NGOs for 
oe een to some improvement in the collaborative relationships. Some fairly good examples of 
pa core en a ‘i areas of immunization, HIV/AIDS-related work as well as newly formulated 
esl on on reproductive and child health. As stated above, however, these dialogues have been 
t and the concerns shared in these dialogues have yet to filter down to 


ship is further compli 
programmes sanctioned an 


government program 
mostly at the level of central governmen 


many of the States. 


Towards a More Fruitful Partnership 
Given this situation, as well as keeping in view the tremendous potential of the voluntary sector in meeting 


critical needs, we propose that the following mechanism be put in place within the Ministry to strengthen and 
encourage voluntary effort in key areas of health care. A National Co-ordination Committee, consisting of the 
Director General of Health Services, Secretary (Health), three representatives from voluntary organizations and 
one representative from the State Government, should work as an active listening post for the voluntary agencies 
working in the field of health. This committee should meet periodically to monitor the implementation of the 
committee’s recommendations, and provide inputs on the planning and implementation of health services in the 


country. Its functions should include: 


° Promoting collaboration and co-operation between the government and voluntary organizations 

in primary health care. 

Identifying people’s health needs and bringing them to the notice of planners. 

Assisting in developing comprehensive national health policies and action plans at all levels. 
Working out the modalities of administrative relationship between the government and 
voluntary organizations for health care delivery to the people. 

e@ Identifying voluntary organizations at the state, district and block level which are capable of 
taking up, in collaboration with government agencies, health education, primary health care 
services and operational research. 

Monitoring and providing feedback to the government on various National Health Programmes. 
Providing guidance and support to voluntary organizations in the health field. 

ae an annual convention of all voluntary organizations in health, to provide healthy 
interaction between the health functionaries responsible for policy-making and planning at the 
national level and various representative voluntary organizations. 


© Updating the national directory of voluntary organizations, which should be a priced publication 
from which profits should be used to update the directory every year. 

@ Organizing periodic quarterly meetings of the National Co-ordination Committee. 

2 


Sanctioning innovative projects in the voluntary sector to conduct research, health service 
delivery and the production of educational materials. It is proposed that about 100 projects 
h ) ) 

should be sanctioned in the first year and, subsequently, 50 projects eery year. Projects should be 


run for three to five years, and every project should have a reasonable budget. The Ministry of 
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Health & Family Welfare may consider decentralizing the power of sanction to the States. 


2 Screening, monitoring and evaluating as well as providing support to all the sanctioned 
projects. 
The National Co-ordination Committee should evolve a working mechanism with a state- 
level counterpart. Its activities should be aimed at: 


” Preparing and updating a state-level directory of voluntary organizations in the health sector. 

* Convening a people’s health assembly annually, comprised of information leaders, religious 
leaders, trade unions, media representatives, policy-makers, planners and voluntary 
organizations. 

2 Identifying voluntary organizations that have the training and resource potential to undertake 


orientation programmes for the government and other voluntary organizations. 
» Responding quickly to epidemics. 
. Meeting quarterly for effective co-ordination and cooperation. 


e State health secretaries should act as convenors to the state co-ordination committees. 


Voluntary organizations should be involved in various activities at the district and block level, such as 
innovative health service delivery, training and special programmes for endemic areas. A fine example of 
voluntary agencies taking up health and development initiatives in remote areas is VHAI’s initiative through its 
KHOJ Projects. 


Certain criteria should be followed when providing financial support to voluntary organizations. Only those 
registered as societies or trusts should be considered for assistance. Moreover, only those voluntary 
organizations that have worked for at least three years in primary health care and development, and are currently 
engaged in such work, should be provided financial assistance. These strategies, if realistically pursued, could 
go a long way towards improving the provision of health care in the voluntary sector. 


Conclusion 


The health of any nation is the sum total of the health of its citizens, communities and settlements in which 
they live. A healthy nation is, therefore, only feasible if there is total participation of its citizens towards this goal. 
In India, in the last five decades, we have followed a path of social transformation that mainly relies on five major 
institutions, namely, the Parliament, Assembly, Cabinet, Bureaucracy and Party Functionaries. In the absence of 
mediating and reconciling agencies between the state and society, the state lacks a base, and remains remote and 
insensitive to people’s needs. Unfortunately, development efforts have not been rooted in our traditional 
institutions nor community initiatives that exist in some form or the other throughout the country. Progress is 
made easiest if we are tuned in with the national genius that has developed over the centuries, with certain special 
traits. If this domestic capacity is ignored or discarded, development efforts will lose their bearing and roots, and 


gradually vitality. 
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Reaching Health for All: 
the James Grant incremental approach 


Jon E. Rohde, MD, Pediatrician and Public Health Expert 
Former Country in Charge, India for UNICEF 


Invited to look to the future of primary healih care, Iam immediately drawn to the lessons that worked — most 
especially Jamkhed through which the Arole’s have had such a dramatic impact on health delivery, not only in 
India, but throughout the world. Along with thousands of others, I have travelled to Jamkhed time and again to 
learn from Raj and Mabelle what is possible when the full implications of Alma Ata are applied: truly 
comprehensive, community owned and directed, intersectoral, and above all, led with wisdom and compassion. 
Would that human cloning could be applied that the Arole approach could become universal. While many have 
tried, few have been able to reproduce their results, but the model remains a beacon to all serving the poor. 


For most of the 15 years that James Grant headed Unicef, I enjoyed the challenge and privilege of working 
with him to take some of the Jamkhed lessons “to scale”. The success of the Child Survival Revolution in 
mobilising health services in virtually every nation provides important lessons as we look to the future. I will 
attempt to distil some of those in this brief article with the hope that they will contribute to a resurgence of large 
scale efforts to reach the poor, all over the world. 


Soon after he took over the leadership of Unicef in 1980, James 
Grant realised that the call of Alma Ata of “health for all” posed an 
impossibly large agenda in too short atime. Jim sought a limited set of 
interventions with quantified predictable outcome that could reach all 
children —“universal” was the key concept-— never before had the world 
done something for everyone. Ata meeting in 1982 an analysis, similar 
to the later Lancet series on child survival, identified malnutrition, 
diarrhea and immunisable diseases 
as killers for which affordable and 
effective interventions were 
available but not widely used. GOBI (Growth promotion, Oral rehydration, 
Breast feeding and Immunisation) was born and with it the idea of the Child 
Survival Revolution (CSR) by analogy with the Green Revolution. Grant 
envisioned GOBI expanding to other interventions once success was 
achieved in these few key high impact programs, reaching comprehensive 
PHC through incrementally expanding the range of high coverage 
interventions. The initial focus on nutrition with growth promotion, breast 
feeding and food supplements was eventually put aside as ORT and 
immunisation proved more specific, affordable and predictable in outcome. 
By the late 1980s, the push for universal immunisation became the major 
thrust of the CSR. Its success became the justification for a wider agenda for 
children embodied in the World Summ Udren (WSC) in Sept 1990. 


ing of world leaders for a common cause. No subject, not even the 
| J 


- niversally acceptable to rally all nations or political Pereussiine It produced a heceed 
a, ey Fe sibs all of them objective, clear, affordable, and doable . All other summits have 
asin = an ; aa inthe hundred’s of pages. This one was encapsulated in 26 one-line goals anda few 
ig ing) scniplearasalaeapmit time bound, designed to fall within the political lifetime of the heads of 


i i ts were | 7 : 

fork canna | ie Bet aie Recognising that many politicians would not be in office 10 years hence, 

peer: called fe aR Plans of Action to establish mid-decade goals, five years on, by which progress 
e c 


ked and leaders could be judged. Eventually this extended to annual or biannual reports on 
haere | heads of state meetings. For most regions, the “state of children” became a standing agenda 
ea oh ee maa for many, a source of pride. Grant often attended these Summits, in Latin America, 
ye ee ete imenting seen and urging greater efforts. This was enhanced by Unicef’s annual State 
of the World’s Children Report and later, by the nation-by-nation ranking in the annual Progress of Nations. 
“Keeping the promises to children” was a theme kept alive and nurtured through persistent leadership. 


The WSC was the first ever gathe 


But there were problems with Child Survival and the World Summit for Children Goals that should and can 
be avoided in the future through better planning and more inclusive approaches: 


@ The WSC Goals called for universal implementation, and in the process, those most in need, 
invariably the hardest to reach, often were left behind. Without special efforts, the poor are 
neglected so targeting strategies are needed for most interventions. 


@ Goals were global rather than adapted to each country, making achievement easy for some, while 
virtually impossible for others. Targets were unfortunately set in New York rather than in each 
country or community. The MDG goals seem, to a large degree, moresuited to a flexible 
approach, calling for a halving or % reduction in conditions. If some still seem overambitious, at 
least those for child survival have proven to be within practical reach. 


@ Averages severely obscured the disparity within countries while the goals were set to obtain 
national averages. _It is disparity reduction, not rising averages that would best serve the poor 
and lead to greater equity. 


@ The goals were set by the government and often did not involve other important actors. Thus, 
ownership in achieving the goals was weak and the public attitude was that government always 
makes high promises and rarely delivers, so what’s different here? While many communities 
benefited from the programs, they rarely owned them. Beyond government, NGOs and civil 
society often saw these as “Unicef goals” and pursued their own agendas. 


@ Finally, there was difficulty in measurement and monitoring of progress towards the goals. Not 
that they were vague, but standards were not defined and measuring tools not developed. 


From these lessons of the CSR emerge important principles useful to help achieve the MDGs and future 
efforts at PHC for all: 


@ Leadership —Wherever we cite success, the role of a committed leader is evident: globally a 
handful of articulate and committed advocates; at country, and community level motivation 
provides akey driving force. Bureaucracies can support leaders, but cannot replace them. 


° cosrcigie —Grant always said it would have been far easier to promote a new program for 
children every year than to Persist in reaching the set goals. How can we keep global attention 
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on the important things? Attention Passes to new diseases, new technologies or the newest 
analysis of cost effectiveness. Continuity of purpose and message were the burden of tireless 
leadership. 


e Targeting needs to be a key 
strategy to both affordability and 
success —without reaching the | 
poorest quintile in each society, | 
both the MDG #I1- poverty | 
reduction and the child survival 
goals will not reach those most in 
need and disparity could be further 
increased. Careful targeting based 
on well defined criteria, either of 
individuals, communities, 
geographic areas, or by specific 
disease risks, means testing orself 
selection can assure a high 
proportion of interventions 
benefit targeted groups, at lower total cost. This does not rule out universal programs where it 
makes epidemiological, logistical or economic sense (Polio eradication, salt iodation, promoting 
breast feeding). Furthermore, choosing an epidemiologically sound set of proven interventions is 
itselfa critical targeting strategy. , 

Fewer interventions can reach more children. In its extreme, this leads to a single program, like 
immunisation became in the late 1980s, but the logic of GOBIF was to select what could be done for everyone at 
affordable levels and would have the largest impact. Starting with even one intervention and making it 
understood and integrated into both the health system and the community proved to be a more sustainable 
approach than attempting to do too much, and in the process failing on all counts. 


@ Integration: The battle between unifocal “vertical” programs and the more _holistic- 
comprehensive “horizontal” integration of all programs has raged for 30 years and more. In the 
end, the Child Survival Revolution was lost to competing and often legitimate demands on the 
health sector. Instead of building on success, they competed for limited time, persons and money. 
Maternal health and family planning, neonates, HIV, TB, malaria, gender issues and basic 
education, water supply as well as nutrition, are all critical adjuncts to our efforts for children. 
Building a comprehensive PHC system incrementally requires sustaining the gains while doing 
more. Integrated efforts for children embracing those interventions identified in the Lancet series 
to be epidemiologically appropriate in each country setting is a sound strategy for reaching 
Health for All. But they should not be pushed to the exclusion of other affordable and impactful 
programs. We cannot afford to compete — already we see signs of each camp promoting their 
program over others. We need to make partnerships — with other health priorities, with other 
agencies, with NGOs, with civil societies. We need the synergies and savings of a united effort. 

@ PHC services require more resources. Health expenditures are a mere few dollars/capita/year in 
poor countries, and the lion’s share of that goes to hospitals and adult curative care. Budget 
allocations for maternal and child health can be costed rather precisely — but allocations are rarely 
“ring fenced” to avoid diversion. Workers are underpaid and rarely supervised, drugs 
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iy available. Governments frequently offer more than they can reasonably 
quality to an ineffective low level. The move to consolidate funding 


+ needs to emphasize PHC allocaton. 


and vaccines errali' 
afford to provide, dragging 
assistance in sector wide suppo!l 
Good governance is the key to sustainability and responsiveness to the needs of women and 
children, especially the poor. Corrupt 
governments and officials have arguably 
done more to undermine CSR than any 
other factor. Child survival 
‘nterventions are remakably well 
adapted to decentralised strategies for 
implementation, moving accountability 
out to the local level. As Jamkhed has 
demonstrated so wonderfully, when put 
in the hands of the people, interventions 
for children can reach everyone, 
bringing morality and malnutrition to 
levels found in wealthy countries. 
These are surely a direct route to Amartya Sen’s Development as Freedom — freedom from ill 


health and dependency. 


Jim Grant saw through children, the chance of peace and decency for everyone. Indeed, children are a valid 
aim in themselves, but more so a means to uncover the humanity in us all and bring about a better world in the 
process. Building a system to reach every child with essential interventions is a “doable” start on reaching the 


promise of Alma Ata. 


Realizing a dream 


Lakshmi Durga Chava, Project Manager (Health & Nutrition) 
Society for Elimination of Rural Poverty, Andhra Pradesh 


The first flowering of a community-based primary health care opportunity through a grassroots movement in 
Andhra Pradesh is distinctive from what Andhra Pradesh is today. 


It’s a health initiative weaved around the leadership of women to take home the messages of the route to 
improving the overall health standards of poor and the poorest of the poor in the villages. 


This opportunity has placed women centre-stage to manage health and nutrition related issues, be it PHCs, 
organising Nutrition and Health days, running Nutrition Centres, maintaining community kitchen gardens, 
taking care of food security measures, running dairy farms, managing self-funded health insurance and health 
risk funds, taking care of water and sanitation measures or livelihoods. In short, they have ushered in complete 
health care into the villages which is not only essential and socially acceptable but also universally accessible, 
participatory and affordable. 


They were not alone to begin with, but aided by the Society for Elimination of Rural Poverty, the Govt of AP 
and the training they received at Jamkhed, their proportion rose rapidly. As a result, today there are over 6 Lakhs 
SHGs in Andhra Pradesh with a burgeoning membership of over 90 Lakh women. 


This opportunity has kick-started a movement - making the women move from traditional health care myths 
to honing technically sound skills in primary health care. Today, they are undergoing training at Institutes, 
colleges, and workshops. They now have the ability, skills and the opportunities to develop the health agenda 
into an ever more important instrument in the struggle against poverty. Indeed, they are slowly but surely, 
changing the health scenario in their communities. The results are simply overwhelming. 


To a large extent the women owe their success to Dr. Arole and to his Comprehensive Rural Health Project, 
Jamkhed popularly known as CRHP, where he trained each one of them to develop communities through a 
grassroots movement and in turn changed the contours of their lives. 


The low-cost programme jointly funded by the SERP and the SHGs is now being replicated in over 2000 
Villages in the State. 


The wonderful work that Dr. Arole and CRHP are doing has also spread to 300 villages in Maharashtra, 
touching the lives of over 500,000 people. 


Not only this, CRHP has been a source of ideas and models for the many institutions in the field of primary 
health care that have sprung up around the world. Replicas of the Jamkhed model operate in more than 100 
countries worldwide. 


Extending primary health care to poor people through simple methods and interventions had appeared to be 
an impossible idea. From modest beginnings three decades ago, when they returned from USA having 
obtained post graduate degree in public health from John Hopkins University, Dr. Raj Arole and his wife Dr. 


»/ 


b S eral local women 
Ma elle ATO e esti N i he he of 
living in and around Jamkhed. 


by the belief that health 1s a fundamental human right. Their objective was to empower poor 
oe Bee itle at the grassroots level, through integrated efforts in comprehensive 
es and c 


health care and development. And it worked! 


people, famili 
community-based primary 


In each village, women from different castes and religious groups came together 
to share health knowledge and improve their socio-economic status. The women 
| were given training and assistance in operating various economic programs to 
improve their families and communities. This had a direct impact on the health 


of the people in each village. 


Emphasis has always been placed on women’s empowerment and raising the 
level of self-esteem, especially among girls. Family planning and the promotion 
a of adequate birth spacing still remain among the priority areas at CRHP. The 
| village health workers work closely with the women whose task is to convey all 
| relevant health and other knowledge gained at the CRHP training centre to 
. | SHGs, soas to reach out to the community as a whole. 


The achievements are: 
@ Reductionin infant mortality rate 
@ Reduction in maternal deaths 


@ Reduction in birth rates 


@ Increased number of girls enrolled in school 
@ Better self-esteem and community cohesion all round 


@ Bringing the model to other regions 


Over the years and across cultures and civilizations, Dr. Arole and his dedicated team, through the Jamkhed 


Model have demonstrated effectively that even the poorest of the poor can work to maintain a healthy life and 
bring about their own development. 


The Jamkhed model functions at thre 


Cais e levels: Village, Mobile Health Team and base Hospital & Training 
r. 


| As health took centre-stage in Andhra Pradesh, the SERP entered into a partnership with CRHP in 2004, to 
train the women SHG members on the J amkhed model. 
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As a result, the women from the villages were first selected by their community to undergo training in 
health and development at CRHP, Jamkhed under the guidance of Dr. Arole. The approach was value-based with 
emphasis on personal growth and leadership. Once 
trained, they came tobe knownas Health Community 
Resource Persons (Health CRPs). Few were semi 
literate, many were illiterate, but they had a genuine 
interest in serving their community. So far, 5000 
members trained at CRHP, Jamkhed and it is an ongoing 
process keeping the requirement of dynamic processes 
being taken up the community on their own. Their 
trainings ranged from 15 days job course training to 10 
days refresher training once in a year and 5 days 
orientation with exposure to public health concepts to 
be internalized by the stakeholders at all levels. These 
included: 


@ 22 District Project Managers 

@ 44Community coordinators (Health &Nutrition) 

@ 1500 Health activists. 

@ 1500 Village health sub committees by the Mobile teams 
@ 320 Health sub committees at Mandal and District level 
@ 300 Health sub committees from model villages 

@ 286 CHWs in Giripragathi mandals along with field staff 
@ 125 Master trainers 

@ 60NGO coordinators 

@ 50sarpanches form the villages established with Nutrition centers. 
e@ 360 Health CRPs 


@ 150 general staffin the project like Area Coordinators and Asst Project Managers 


Today, they deliver primary health services and education in prevention and treatment of common and minor 
illnesses. They organize groups in the community which are motivated to improve their situation, especially the 
poor, the marginalized and women. 


The provision of curative services has been found to be an essential component in establishing the 
sustainability of all primary health-related activities and programs. Ensuring an adequate referral network and 
providing easily accessible quality care at an affordable cost has also done much to enhance the credibility of 
Health activists and improve the health of these rural communities. 
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These women have become agents of transformation 
in their villages. The fact that 80% of the health 
problems can be taken care of at the village level 
makes the work of Health CRPs an integral part of 
the project and its success. 


Like them, thousands of rural women across the 
country who have adapted the Jamkhed model have 
shown that they have the potential to bring about 
their own development and lead a healthy life. 


The Jamkhed model has meant a social revolution in the development 
sector. Good health and nutrition, clean drinking water and sanitation has 
proved to bea liberating force in societies where women in particular have to 
struggle against repressive social and economic conditions. 


The “Jamkhed Model,” as it has come to be known, was acknowledged 
by the World Health Organization and UNICEF as a model for sustainable 
primary health and development. 


The training center receives both national 
and international participants representing 
health and development workers from 
government, non-government, grassroots 
workers, doctors, nurses, administrators and 
Students. They receive training in the 
principles and practices of community-based 
health and development, leadership skills and 
f personal development. 


the field of community-based pri ; | In recognition of their contributions to 
Magsaysay Award in 1979. Si ealth care, Dr. Raj Arole and his wife Mabelle Arole were awarded the 
service in 1990. Man it ovt. of India awarded them Padma Bhushan for their exemplary work in social 
as the Global Health Chita Aa followed like NCIH (National Council of International Health, now known 
persons in 1987: RB. Hi; ward in 1988; N.D. Diwan Memorial Award for rehabilitation of handicapped 

* oS" wargaonkar Award (2000) for rural health service: Dr. Babasaheb Ambedkar Dalit 


Mitra Award for work among marginal: . 
at ratice 5004 & marginalized classes in 2004 and Mother Teresa Memorial National Award for 
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From treating patients in the villages around | 


amkhed in the 70s ioni ~sustaini 
S to designing self-sustaining health 
rogrammes for the rur as advanc bi 
progr es for the rural people, Dr. Arole has advanced to the forefront of a burgeoning world movement 


© approach of building the capacity of communities to 


address their own health through primary health care. The emphasis on women may have been the most 


important factor in the success of his work. 


In Andhra Pradesh, for implementation of health and nutrition interventions under IKP implemented by 


SERP, the following practices and systems adopted at CRHP, Jamkhed were replicated that are relevant in 
bringing health to the community such as: 


IGAs & performance based incentives are pro- 
Activity (IGA) for the VHWs family to posed in the project 
keep up their interest with economic 
benefits as they are not provided with any 


honorarium. 


6] 


f CRHP, Jamkhed in Andhra Pradesh 


»imnact of replication 0 
pusoupectol SP ler Indira Kranthi Patham led 


through Women Group federations unc 


to the following: 


Established 200 nutrition and day care centers to 
provide balanced diet for pregnant women, lactating 
s and children by the village level women 


mother 
group federation. 


608 children born in 200 community managed 
nutrition and day care centers since its inception. 


e@ Nochild born with <2.5 Kgs birth weight 


e 42% of children born with >3 kgs birth weight and 
58% of children born between 2.5.0 Kgs birth 


weight. 


@ 100% of women had ANC and gained weight 
between 72 Kgs during pregnancy. 


@ 93% ofthe women had normal deliveries 


@ 7%had caesarean sections 


@ Neonatal practices are being practiced such as : 


- Colostrum feeding 


- Wrapping the baby 
- No pre-lacteal fluids 


- Delay in bathing 


Health fessi 
professionals, there may be many. But these village women as Health Activist are providing 


sustainable primary health care j ti 
in their communities. As more women 
are trained un 
Health for All’ could soon be a reality. er is eae 
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Setting new boundaries - 
the United Methodist Church’s experience with Community Based 
7 << With COmmunity based 
Primary Health Care 


Dr. Cherian Thomas, M.D. and Dr. Kalin; Thomas. MPH 


General Board of Global Ministries, United Methodist Church. New York 


The United Methodist Church has 10 million members worldwide, of which 8 million live in the United 
States. The United Methodist Church is the second largest Protestant denomination in the United States. It has a 
long history of missionary service and adopting social causes, a tradition built on the social principles of its 


founder, John Wesley. 


The great Protestant missionary movement of the church started in the middle of the 19th century when men 
and women, following in Christ’s footsteps and obeying his command to preach, teach and heal, went to different 
corners of the world with a mission. The early missionaries were primarily preachers who planted churches but 
soon came a band of health workers, physicians, nurses and social workers. These missionary doctors and nurses 
took up the challenge to provide quality care where none existed and were enthusiastically supported by 
churches at home. The early mission hospitals were started during the late 19th century and the first half of the 
20th century. This was the period of the great missionary movement in Europe and the United States. More than 
money or other resources, the churches’ greatest contribution was a seemingly inexhaustible supply of dedicated 
women and men. 


The medical missionaries would first build a clinic that provided care to the many who flocked to it for help. 
The missionaries, trained in the Western system of medicine, focused on curative care and in the bargain 
preventive care and the traditional systems of medicine were ignored. The mission hospital became synonymous 
with health care and communities had to come to the hospital for treatment or wait for the mobile clinic to visit 
their villages. There was little emphasis on health education, awareness or community mobilization. Most of the 
mission hospitals were situated in rural areas where the population had little or no health care. The hospitals took 
care of the never ending stream of men, women and children with cholera, typhoid, plague, malaria, broken 
limbs, tuberculosis, leprosy and curable blindness. The medical missionaries in India were the pioneers in the 
early treatment of leprosy (Dr. Cochrane, Dr. Brand), cataract (Dr. Rambo), tuberculosis (Dr. Frimodt Mueller) 
and chest surgery (Dr. Betts). At the turn of the 20th century other missionaries like Dr. Ida Scudder, Dr. Edith 
Brown and Dr. William Wanless started three new medical schools in Vellore, Ludhiana and Miraj. The medical 
missionary movement started to slow down after India gained her independence. The sending churches were no 
longer able to recruit long-termers, foreign missionaries were not welcome in India and the local cinEyaes began 
to assume their role and responsibility as owners and managers of the mission hospitals. It was a mixed blessing. 
Some local churches instituted good governance and groomed leaders to run their hospitals and these did well. 
But a majority of the mission hospitals struggled to survive after the missionaries left and of the 700 or so mission 
hospitals and clinics that existed in 1947 only about 250 exist today. 
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uncil of Churches (WCC), a membership organizaten of all major P oe and, 
neva, undertook a major study on the church’s role in health care in deve: are 

held two consultations in Tubingen, Germany of clergy and leader 5 in health care 10 which the 
CORPSE: ee discussed. The Tubingen consultations resulted in a radical shift in WCC’s policies on 
‘oat geaiaceniaie i +t shat had been on mission hospitals the new focus was to be on community 
hee ine a aige reports attracted the attention of Dr. Mahler, Director-General of the World Health 
ete ce AU headquarters was just a mile from the WCC office. Dr. Mahler invited some members from 
the Christian Medical Commission, the unit of WCC that undertook the study, to join his team as they prepared 
for the First International Consultation on Primary Health Care that was held in Alma Ata, Kazakhstan, in 1978. 


Thus the Church hada role, albeit a small one, in the Alma Ata Declaration! 


In the 1960’s the World Cx 
Orthodox churches based in Ge 


The new mantra of Primary Health Care was accepted by all the UN member countries but over the years the 
initial comprehensive model was replaced by a selective and vertical approach. The churches in India and Africa 
did not follow suit and continued to emphasise mission hospitals and curative care although here and there a few 
pioneering souls were taking up the challenge of Alma Ata. The Arole’s were working in J amkhed and 
implementing the principles of Alma Ata much before the Declaration! The United Methodist Church invited Dr. 
Mabelle Arole to work at the General Board of Global Ministries (GBGM) in New York in the Health & Welfare 
unit in the 90s and during her stay she introduced the concept of Community Based Primary Health Care 
(CBPHC) to the United Methodist Churches in Latin America and Africa. Subsequently, GBGM has sponsored 
over 250 people from Asia, Africa and Latin America to Jamkhed. The Jamkhed trainees returned to their 
countries and started community based projects based on what they had learnt at Jamkhed. Many other church 
members continue to visit and learn from Jamkhed. 


Kalindi and I began our work at GBGM in 2001 and we have been privileged to visit anumber of the CBPHC 
projects in Latin America, Asia and Africa. The projects differ in a number of ways but all follow the three 
principles taught at Jamkhed: equity, empowerment and integration. When we trace the evolution and 
development of community based primary health care in some of the countries in South America, Africa and 
Asia we find that while the core principles remain the same each region has embraced programs that are uniquely 
different but meet the special needs in that community. 


Latin America: Dr. Mabelle Arole introduced the concepts of CBPHC in 1989 when she visited some of the 
countries in the region. In 1990 the Methodist churches held a consultation in La Paz on “Health for All by 2000” 
and this was followed by a consultation on HIV/AIDS in Brazil in 1991. GBGM identified 7 countries in Latin 
America from which groups of grass root workers and health professionals were sponsored to Jamkhed for 
training over a period of 10 years. The trainees were struck by the simplicity, openness of the Arole’s and the total 
participation of the village community in whatever was happening. It was for the first time that many trainees 
realized that every individual has a Say in his or her well being regardless of education, status or class and being 
either rich or poor did not matter when it came to building self esteem. They realised that unless they were 


transformed they could not change the mind set in their churches and establish a primary health care movement 
in their own countries. 


Many of the Latin American countries were ruled by dictators during this period and the churches were swept 
az. hte theology which sided with the poor and the marginalized. The CBPHC principles that the 
=e a be back and implemented mirrored what some of the Catholic theologians were espousing. 
The core a g 0 train others in countries like Brazil and Bolivia and new programs began in many regions. 

mPonent in many of the programs was empowering communities, especially build- 
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ing self realization and confidence in women. The Jamk 
challenge the church to move from being a provider to ee me ; "___.\meri¢a continue their efforts and 
build capacity Goce nein Hine an enabler. to educate, mobilize. motivate and 


Africa: When many of the Jamkhed trainees from Africa went back home they were r | les 
racked by wars and turmoil. In many instances it was difficult for the NM "a eae ‘ ae 
programs because of loss of infrastructure, lack of funds and conflicts that disru ted fi ili ane a rem 
By 2003 many of the conflicts in countries like Liberia, Sierra Leone and Anadh be ns a orp sr : 
returned the United Methodist Church’s clinics and hospitals reopened and it is ete ‘a on scene 
health programs started almost at the same time as hospital work. ee 


The African countries had to cope with the 
aftermath of a decade of fighting in which hacking 
off the limbs was the preferred method of retribution 
that the rebels, many of them child soldiers, inflicted 
_ the population. The wars displaced thousands of 
=| people from their homes and when these people 
returned after the hostilities had ceased they were 
+ ,| bereft of basic needs like housing, food, security and 
™| health. The countries are now slowly limping back 
*s - to normalcy but many problems exist like rampant 
" =| HIV/AIDS, malaria, tuberculosis and very high 
| maternal and infant mortality rates. Sierra Leone has 
_4| the second highest maternal mortality rate in the 
world. 


The CBPHC programs of the United Methodist Church are addressing some of these issues. Preventing 
deaths from malaria is one of the chief priorities and the Church has been in the forefront in a large nets 
distribution program called Nothing But Nets. The Church has focused on the other big pandemic, HIV/AIDS, 
by promoting health education and awareness and taking care of AIDS afflicted persons in their homes through 
a home based care program. Almost 14 million children are orphaned due to AIDS and taking care of them is yet 
another major challenge. Safe motherhood and child survival programs in countries like Liberia, Angola, Sierra 
Leone and Congo are essential and the United Methodist Church through their clinics and CBPHC programs 
have begun to address these issues. 


GBGM will be deputing a number of 
basic health workers and professionals 
from Africa and Latin America to Jamkhed 
for training starting in September 2008. 
These trainees will be able to strengthen, 
and expand the community programs and 
train others in their home countries with the 
result that the Jamkhed model of CBPHC 
will reach many distant corners of the 
world. 
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Introduction 


India is one of United Nations declared 18-priority countries by 
UNGASS II (United Nations General Assembly Special Session on 
Children) who are yet to achieve Universal Salt Iodization. 
Paradoxically, India is the country that gave sustained and 


significant contribution to all aspects of Iodine Deficiency the sick die if esate py 6 to 
Disorders (IDD) Control in many other countries worldwide. Some Preven Cnee Hrein Taney See 


of them have done remarkably well - Bhutan, China, Thailand, Sri - Mahatma Gandhi 
Lanka, but India lags far behind. 


According to the latest National Family Health 
Survey — 3 conducted during 2005-06, only 51% of 

the India’s population has access to adequatel 
So clipe aematamrma iodized salt’. This fact is more than ea! 
provoking. This is especially crucial if we observe 
the results of the previous survey (NFHS - 2) carried 
out in 1998-99, which showed 49%. See Table 1, 
Indian Scenario: Use of Iodized Salt. There is hardly 
any progress. Climbing up 2% points in six years is 
not an achievement one makes proud of. Despite the 
historical presence of an adequate programme and 
legislation, this is more than unfortunate. Yearly 


_ | tpn " 


RRegeey teSeed oath ceataien US ag lolinafig wah a hoeeehald tees (1S ppm) 13.8 million newborns in India are at risk of lowered 
A intellectual capacity’. At the time when India needs 
Table 1: Indian Scenario: Use of lodized Salt its youth more than ever to propel it into the league 


of developed countries, this weakness _ will prove 
detrimental in its quest to become a developed 


economy. 


Notably, the rural population and those living in the low income segment, who need it the most, continue to 
have poor access to adequately iodized salt (41.2%). The fact that salt that is predominantly transported by rail 
has better levels of iodization as compared to the ones that are transported by road is evidenced in the ie ol ths 
north eastern states where the households have high percentage of coverage of adequately iodized salt 
(Coverage range of adequately iodized salt in North East States: Assam: 71.8% to Manipur 93.8%). 
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he | hold coverage is better in those states that have iodized salt available in their, 
the nouse c 


DS). Chhattisgarh 1s an examp 
2 & 3 lists the other states that hav 


le where iodized salt is available in the PDS at a 
e iodized salt available in the PDS. 


Not surprisingly, 
public distribution system (P 
price of 25 paisa per kg. Table 


Table 2 Table 3 


lodine Deficiency Disorders (IDD) is a major public health problem in India. In addition to the well-known 
Himalayan endemic belt, iodine deficiency and endemic goitre has been reported from many other states in the 
country. It was in 1956 that iodized salt was produced at a salt iodization plant located at Sambhar Lake, near 
Jaipur, for distribution in Kangra valley of Himachal Pradesh - area with severe iodine deficiency and high 
prevalence of goitre. Based on the highly acclaimed results of the study, both amongst scientific community and 
policy makers, the Government of India launched National Goitre Control Programme (NGCP) in 1962, 
renamed National Iodine Deficiency Disorders Control Programme (NIDDCP) in 1992. 


The efforts of Universal Salt Iodization USI, is to date the most concerted effort in India to eliminate iodine 
deficiency in the country. Though implemented in 1983, there were several interventions in 1950’s and 60’s 
already as mentioned above. 


Humble beginning: The Kangra Valley Project (1956-1972) 

Importance of Iodine Deficiency Disorders Elimination as a public health problem in India began in 1956 
with the pioneering effort of Professor V. Ramalingaswami and his team. The team members were constituted 
from the All India Institute of Medical Sciences (AIIMS), New Delhi, the Indian Council of Medical Research 
(ICMR) and the health officials from the erstwhile state of Punjab, now Himachal Pradesh. This was a good 


example of partnership between various institutions. The team instituted a field trial to test the effectiveness of 
iodine-fortified salt in the reduction of goitre prevalence’. 


The study was a community - based prospective controlled trial conducted in the Kangra district of 


Himachal Pradesh in North India. The duration of the study was 16 years, from 1956 to 1972 and the 
intervention was two-fold i.e. technical and administrative. 


Kangra district was divided into 3 zones namely A, B and C (Figure 1 & 2). While zones A and C were to 
serve as the areas where they fortified the salt with iodine, zone B was served as the control zone. In zone A, they 
used potassium iodide (KI), which is the most common way in western countries to iodize salt, to fortify the salt. 
In zone B they used non-iodized salt, and in zone C the salt was fortified with potassium iodate (KIO3). The salt, 


which they used in the experiment, was produced by Hindustan Salts Limited at Sambhar Lake in Rajasthan 
with the assistance of UNICEF. 
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Figure 2 


Prewwlenced! Gute um Schoo Cnet. Jastiae 6 Lome Castes Beh 
ASRL Suse Quen) uodised 528 sed) 


Revers of Gofte % 
re waienee of Gore % 


Ovome i 


4 
s 
Boaoe eae ace at ee a 
™ ee ee ke ee 2 ee 2 aed APSO © oe oe 


On the administrative, or policy side, the district authority ensured hi 
through the following three means: 


ee OO he, : ra 


- 


gh coverage of the iodized salt mainly 


1. Price parity: The iodized salt was sold at a price comparable with the common salt. 


2. Legislation: There was legislation in place that ensured that the people who were to receive either 


iodized or iodated salt did not receive common salt. 


3. Sale of salt through Government shops: Salt was sold mainly through government shops so that they 


could maintain and track the sale of common salt and iodized salt in the area. 


Results of the project 


The project areas were resurveyed six years after the baseline survey. The results showed a significant 
decline in goitre prevalence in the areas receiving iodine fortified salt i.e. zones Aand C. 


It was concluded from this study that consumption of adequately iodized salt on a regular and continuous 
basis reduces goitre prevalence. The study also demonstrated that iodine deficiency is the most important cause 
of goitre. These findings were very significant in there own context and led to the launch of various government 
interventions. 


Encouraged by the Kangra Valley results, the Government of India introduced the National Goitre Control 
Programme (NGCP) in 1962, at the end of the second five year plan’. In the beginning, the NGCP was proposed 
to be an area specific or targeted programme, providing iodine supplementation in the form of iodized salt to 
only those districts where goitre was in endemic proportions, i.e., where total goitre prevalence among the 
general population was 10% or more. 


The National Goitre Control Programme — Efforts leading to the Prime Ministers office 


Since its inception in 1962, the National Goitre Control Programme (NGCP) remained a low priority health 
programme for the government as “goitre” was mainly considered a “cosmetic” problem. The turning point in 
the programme implementation in India came about after a meeting with the then Prime Minister of India, Mrs. 
Indira Gandhi. 


. . . . . . 4 ca- 
Concerned about the damage that iodine deficiency was inflicting on the population, researchers and a 
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dical Sciences (AIIMS), Indian Council of Medical research | 


7 al > Me , 
eases mits flecting on IDD and social development to Mrs. Gandhi. The 


demicians from the All ! | 
(ICMR) and UNICEF, made a presentation re 


highlights of the meeting were as follows: 
e Minister recognized the implication of IDD on brain development and she acknowledged 


e@ The Prim : . 
that IDD was a public health problem in India. 


of the scientific fact as reported by the World Health Organization 


inister was also apprised eer 
@ The Prime Minis PP f mental impairment in the world. 


(WHO) that iodine deficiency is the single most important cause o : | 
Children who live in an iodine deficient environment on an average have 13 essential IQ points less than 


those who live in an iodine sufficient environment. 


Taking into account the above facts Mrs. Gandhi took immediate action for the liberalization of 


production of iodized salt. 


This earmarked the official ownership transfer from government to private sector. Within a period of two 
years, the capacity of production went up eight times from 0.2 million tons per year to 1.6 million tons per year 
with actual production increasing fro 0.2 million tons to 0.7 million tonnes (Please note, that production 
capacity increase doesn’t mean production volume increase. This fact will play a significant role later in this 


article). 


The Central Council of Health and the Technical review Committee along with the government decided to 
launch the Universal Salt Iodization Program (USI) in 1983 with private sector participation. 


National Iodine Deficiency Disorders Control Programme—NIDDCP (1992) 

In June 1992, the National Goitre Control Programme was appropriately redesigned as the National Iodine 
Deficiency Control Programme (NIDDCP) in recognition of the spectrum of disorders (Figure 3) due to iodine 
deficiency. 

Figure 3 


- ry The goal of the new programme in the NIDDCP framework of 


ee the Universal Salt Iodization, was to reduce the prevalence of 
iodine deficiency disorders to below 10% in endemic districts of 
the country by the year 2000. 


Year 2000 and Beyond 


; In 1997, Government of India as part of the USI imposed a ban on the storage and sale of non-iodized salt for 
“man consumption. Though well intentioned, protesting voices rose against the Universal Salt Iodization, 
questioning the government to restrict the freedom of consumer’s choice. Giving in to the protesters on 


September | 3, 2000, the Government of India lifted the ban on the sale of non - iodised salt’, risking the success 
ofthe IDD elimination efforts. 
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Moreover not having comprehensive health aw. | | 
‘Sins Tor the entire country, we failed to address 


communities’ misperceptions (i.e. that iodine is bad for health) and be! 
c C ec 


areness prog) 
1av10ral customs. 
These factors may also be responsible for the present status of the 


IDD contr 2 of 
factors that may have been responsible for the Government taking this dra ene Se ee 


Stic move were: 
|. Price difference between the iodised and common salts 


2. Legislation: Difficulties faced by the salt producers under the Preve 


nti f 
Act, 1954 10n of Food Adulteration (PFA) 


3. Politics and Economics of Liberalization 


4. Principle of Choice 


Re-advocacy by AIIMS, ICCIDD, MI, UNICEF and partners paved the way for the Government of India to 
consider re-imposition of the ban. The notification was brought in November 2005 and the ban became effective 
again from 17th May, 2006. During the period of notification the re-imposition of the ban met with resistance 
from various stakeholders (scientific community, opinion leaders and traders). Their queries were aptly 
answered by ICCIDD and its partner agencies and the situation was finally remedied in 2006 when the ban got 
re-instated. 


Activity of Multilateral agencies - ICCIDD, UNICEF, WHO 


The International Council for the Control of Iodine Deficiency Disorders (ICCIDD) is the only international 
organization specifically constituted to promote optimal iodine nutrition and the elimination of iodine 
deficiency disorders (IDD). The mission of ICCIDD to bridge the gap between science and practice by 
advocating governments, citizens, and development agencies a priority commitment to iodine nutrition through 
a multidisciplinary approach with the involvement of all relevant partners. 


In India, the ICCIDD works in collaboration with the All India Institute of Medical Sciences in New Delhi 
UNICEF and WHO (World Health Organization). The activity of these multilateral organizations should ensure 
sustained advocacy, communication (awareness campaign), and tracking progress independently. There are 
several initiatives in India, which attempts to lower the IDD prevalence with specification to each state of the 
country. For example, these agencies have conducted extended surveys to monitor IDD reduction and assess the 
overall awareness about the health benefits of iodized salt. UNICEF/MI/ICCIDD have even stepped beyond its 
normal capacity and set up iodization units in several locations. 


The way forward 


Figure 4 depicts the progress of salt iodization since 1985. On 20th April, 2006, during the 21st ICCIDD 


Board Meeting in New Delhi, one of the main events was the announcement of the formation oF National 
Coalition for Sustained Iodine Intake (NCSII). The coalition aims to ensure sustained iodine intake by 
monitoring iodine status of the population, monitoring of the implementation of prose and ee 
information sharing and advising involved institutions and sectors so as to achieve and sustained elimination of 


IDD in India. 
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Figure 4 
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The Board proposed that the coalition would have representation from the Government of India, Judicial 
bodies, Civil Society organizations and Salt Producers from across the country, besides the scientists and the 
programme managers involved in the elimination of IDD in India. 


As a follow up of the announcement, the first meeting of the NCSII supposed to take place in the month of 
December, 2006. However the event could not take place due to superannuation of the Secretary Health. 


The two National Goitre committees have never met. In the effort to eliminate iodine deficiency and the 
experience over the past two decades has taught us a lot about identifying and addressing the problem; through 
universal salt iodization (USI). Planning Advocacy and coordinated national action are critical to sustain the 
progress. 

It is timely to focus attention and resources on the need for sustained success. However, it is important to 
understand that the management and oversight which a sustainable achievement demands differ from those 
needed for elimination of the deficiency. Instead of spending too many resources on the action plan, the focus 
should be on making the change permanent. This explains the ‘backsliding’, lowered quality, or inadequate 
oversight and public reporting and, thus, lack of accountability in many places. 


Behavioral Change Communication (BCC) area needs emphasis. Communities are a valuable resource for 
advocating for Universal Salt Iodisation (USI). Prevention of IDD is the single most important cause of 
preventable mental handicap. Behavioral Change Communication on Iodine Deficiency Disorders has lot to 
learn from development and implementation of BCC of polio, an important preventable cause of physical 
disability. 

Channeling iodised salt from the small and medium scale producers to large scale consumers like state PDS 
and the Integrated Child Development Services (ICDS) scheme would generate a market for these producers. 
The Chattisgarh initiative should be replicated where iodised salt is available at 25 paise per kg to Below Poverty 
Line (BPL) population in the state PDS. This in turn would encourage the producers to make a higher quality 


product and since large scale transportation would invariably require railway wagons, it would be better 
monitored. 


Indian Scientists have played a pioneering role in prevention and control of Iodine Deficiency Disorders 


worldwide i.e. Iodine Deficiency Disorders Elimination Program Planning, Monitoring & Evaluation, including 
technical assistance for production of good quality iodized salt. 
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Why would then a country like India, where the economi 
not pay close attention to this serious public health deficit 
capital tomorrow? 


Progress 1s largely based on its intellectual capital, 


which impacts the cognitive power of its human 


Interventions are also necessary for opening a dialogue betwe 
scale producers, multilateral development agencies and the 
importantly, profitable market-based solutions. 


€n private sector, including small and medium 
government, to create mutually beneficial and more 


Solutions, that are sustainable and permanent, which means that there is consistent product quality across 
the market, the market is inclusive and empowers the small- and medium scale producers and where supply of 
adequately iodized salt is permanently ensured, specially to rural and below poverty line population. 


To reach this goal all stakeholders (government, multilateral agencies, private sector, NGO’s, scientific 
institutions, communities) should demonstrate stewardship, execute according to respective roles and 
responsibilities and more importantly collectively strive for the solution. How long will it take to leverage our 
country’s potential and permanently eliminate IDD? 


With only half of the Indian households consuming adequately iodized salt, how long can we continue to 
say, “Glass is half full”? 


“In the field of nutrition, as in politics the task is to do what is possible 


without forgetting to make possible what is necessary. “4 


- G.H. Beaton, J.M. Bengoa 
“Nutrition and Health in Perspective” 
In Nutrition in Preventive Medicine 


World Health Organization, 1976 
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Malnutrition in India: A disease or symptom? 
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Overview of malnutrition in India & Maharashtra 


The proof of chronic malnutrition in India can be best grasped if you have watched the twenty-twenty 
matches - both whites and African players are better built than most of Indian players. This story of the small 
adults is going to continue for the next generation. We offered an explanation of race and weather for the 
smallness, but global statistics of countries and NRIs has proven it wrong. It certainly has something to do with 
our economy and lifestyle. 


A little less than half the Indian children are malnourished. 
Underweight, stunting and wasting are three principal measures 
of malnutrition. The NFHS figures for U3 children are as 
follows: underweight 46%, stunted 38%, wasted 19%. 

Malnutrition is also an important problem of adulthood, but 
| nothing can be done at that stage (except for obesity and 
¥ micronutrient malnutrition), hence the importance of childhood 
| malnutrition. Maharashtra is in the same category of backward 
| Indian states like UP, Bihar, MP and Orissa. Indian women, 
. especially the rural women, weigh on the lower side. The NFHS3 
estimates for adult malnutrition are: women with lower than 
normal BMI 33%, men with low BMI 28%, women with anemia 56-57% and anemic men 24%. 


The MDG, PDS and the politics of food 


The MDG (Millennium Development Goals) agenda of reducing hunger seems to be replaced by the one of 
‘reducing malnutrition’. The former is a political programme while the latter can be a development programme. 
The recent fear of food crisis and the US president’s statement about increasing food consumption by India and 
China being causes of food shortages bares the global political undercurrents in the politics of food. In the face 
of chronic malnutrition in India, and abject poverty of food growers in India, can we hope that malnutrition 
reduction can be achievable as a development programme? } 
be exported (which we are not allowing 


India needs to import pulses and oils for its people, while wheat can ich ) 
stly consumed within the nation. 


with export bans). The other cereals and grains produced in India are mo 


PDS, a holy cow for government and ‘pro-people parties’, has been malfunctioning for many isin iy 
become a euphemism for low procurement prices from food growers and wasteful administrative ae i ae 
While farmers are poor themselves and committing suicide and suffering chronic debt crisis, as 
exactly helped. It has also suppressed consumption of other grains . 
poor, gets substandard food which is often difficult to stomach. In tri 


and cereals. The consumer, mostly the urban 
bal areas, PDS has been a pain for dec 
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trict offices allows siphoning of subsidized food to private markets and influential 
ee a y ae Is PDS helping? And who are the beneficiaries? 
sat procurement from farmers and delivery to the consumers. A British 
ent India to favour industrial growth at the cost of farmers. The import 


bbing the Peter to pay Paul. In this case Peter is definitely a poor loser. 
hurt the farmers and it must deliver good food to the 


ades. Corruption 
political party workers are n 
PDS therefore burns at both ends - 
legacy, it was preserved in post independ 
scandals continue. It is a classic case of ro 
If we want PDS, the procurement of foods must not 


families. Today it is failing on both the fronts. | 
The falling share of agriculture in India’s GDPis itself a clear sign of impoverishment of 70% of the country. 


Malnutrition can not be discussed without understanding poverty of rural areas and the urban immigrants in 


search of employment. | 
The attempt to improve nutrition and reduce malnutrition has been only partially successful with all the 


schemes of welfare, since the larger cause of malnutrition remains much the same. 
In this context of antecedents, we need to understand the limited role of programmes targeted against the 


proximate determinants of Malnutrition. 


The determinants and antecedents of malnutrition 


Early childbearing 

In terms of life cycle, the Indian child starts a low birth weight life right in the womb. The mother herself is 
often underweight, and married underage (44%), and bears children early (median age of first birth 19.8 Y). The 
low startup is an early disadvantage for the Indian child. This is not a mere behavioral problem but a deep rooted 
socio-economic problem linked multifaceted poverty of villages. There are fewer opportunities for human 
development due to the need to labour on farms, which is also cause of child labour. The deep rooted caste 
system is all directed to prevent intercaste marriage, and hence there exists a pressure to marry off the girls in the 
caste and prevent ‘untoward’ marriages. Early marriage is therefore one of the most significant features of rural 
society. There is evidence that being urban is the single most important factor for raising the age of marriage of 
both girls and boys. 


The various programmes for adolescent girls are slow to work and may take one or two generations for real 
effect on age of marriage. The plight of marathwada region is worst in the state. The tribal community has no 
internal caste system, but the lack of opportunities of human development has perpetuated the early marriage 
and/or early child bearing. 


Women 3 status 


India’s peculiarity is the extreme subjugation of women in the community and the family. Whatever its 
origins, the subjugation has resulted in her inability to personal development and decide the fate of self or the 
family. Most of the decision is with the menfolk. This affects every aspect of her being and the children she will 
bear, including the health care and nutrition. A good proxy indicator of this subjugation is low BMI (39% among 
rural women have low BMI). Undernutrition and overwork cause women to be of smaller weight from growth 
phase. The ‘mother India’ is herself malnourished. 


At birth and up to six months 


a zl or aeths happen at home, largely because the hospitals are less helpful and accessible, apart 
rom the family’s unwillingness to spare 2-3 days’ absence from home due to the need to look after children 
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and cattle. The JSY programme in the NRHM is ¢, ying to o 


: be : ae LIC (nis tac P ¢ : : _ tise , £2 
childbirth, There is some success in raising the percent | ‘or and send women to hospitals for 


Much of age Of institutional births. 
uch of our current effort to reduce childhc ne... % 
ce childhood malnutrition is centered on institutional birth to ensure better 


pregnancy outcomes and timely warmth and breast feeding ° : 

rapa a St leeding. There is some evidence that KAPs about these 
The low birth weight factor being around 90% and the chronic underweight 

birth weight. The WHO has declared a shift on minimum birth Weight from me 

studies around world show that in families in better off conditions birth we; ghts te 


Status is closely linked to low 
gm to well over 3000gm. The 
nd to be similar. 

The vicious cycle of malnutrition and infection is another major factor for India’s children. The resultin 
growth-faltering can be lasting if timely help does not arrive. | ; 


The baby after 6 months 


There is a general impression that in India child nutrition suffers a major dip after 6 months because of 
inadequacy of breast feeding and not enough complimentary feeding. Top feeding also introduces infections 
because of poor sanitation and unsafe water supply. This is a major phase of growth and development. The child 
is not in Anganwadi at this time, but can still play a major role through health education about child care. Often, 
the family rather than just the mother needs this information about child care. 


The 6m to 3 year period is long in childhood when the baby is in the care of the family and has yet to reach the 
AW. Migration, daily wage labour, and coming of the second child are all known adverse factors. 


Hygiene, right feeding practices (semi-solids, sugar and oil addition, frequent feeds) and timely health care 
are crucial factors for maintaining and improving nutritional status. These factors are very weak in most villages 
(and urban slums) and lead to childhood malnutrition. 


The poverty argument (behind malnutrition) is slightly weak here because the total food requirement of a 
child is undoubtedly small. Yet the child care opportunity and time shrinks because of poverty, leaving the child 
in somebody else’s care for 6-8 hours is a strong factor that is linked to poverty and deprivation. The lack of 
créches or a similar support institution in rural areas is part of the socio-economic deprivation. Therefore we can 
never disconnect the poverty and social deprivation factor from general malnutrition. This needs to be said 
especially because the overall chorus on malnutrition is trying focus on administrative measures for combating 
malnutrition. To say that state by welfare schemes can overcome the massive problem of 50% malnutrition is 


untenable. 


Anganwadiis a limited option 

Much of the debate on child malnutrition is focused on the anganwadi (AW). The institution of AW came in 
1977-78 and is still holding ground. It has also grown and entrenched itself. The presence of the lakhs AW 
women is a major force in social development. Yet the AW has not worked to expectations about the 
malnutrition problem. The three factors behind this failure are: 

1. AW mainly serves the 3y-6y children. By this time malnutrition has sataces set a and done its 
damage. The attempt to reach out to the younger babies has not paid off. A créche may be 
necessary to serve the small age group, but AW isnotable to meet the challenge. 

2. The AW’s main identity and activity is limited to supplementary feeding. sia oF sei from 
many problems and limitations. Inadequate feeds (not the 300 promised calories), unpalatable 
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he SF then and there, supply problems, frauds and 


. inabi ‘the child to consume t : 
pana oh ae degrees. Hence SF has not been what it should have 


feed } 
t in varying 


delays, lack of quality all eX1S 
been. 

ing is only good to bring children together and the AN is good for baby- 
sitting for three crucial morning hours for the family. The major challenge of sis deat nutrition 
of the baby by way of behavioral change in the family goes without any change despite SF. So SF 
‘snot fruitful in anyway. The food may be even taken home and shared in many villages. I have 
recently seen this in UP where a dry panjiri is given to children for years. The child can not 


3. Supplementary feed 


swallow the dray stuff in one meal and has to take it home. 


| ° ous , | ‘ ’ : 
The other factors surtounding the problem of child nutrition are also unaffected by AW. The AW has no toilet 
r, little water supply and hardly a healthy place to live in. The AW has not been able. to ensure medical check 


so fa 
up and health care in adequate measure thanks to a debilitated rural health system. 
Yet the AWW is fighting on quietly on various fronts—the supply side problems \ the demand side 


challenges (the village reality). The success is very limited because the sides are unequal. The most redeeming 
feature of the AW is the presence of a woman worker willing to do baby-sitting and some feeding at a very small 
cost and braving many odds. Therefore the malnutrition debate has to step beyond the AW confine. 


Community and family efforts are the key 

Can malnutrition be reduced as is envisaged in the MDGs? Most official estimates decline to affirm that 
level of malnutrition (50% underweight in last decade) can be halved (to 25%) by 2015. The effort envisaged in 
MDGs is supposedly all round---poverty, hunger, education, gender justice etc. However each goal has been 
split and taken independently. There is a political and administrative inability to be sufficient in each goal and 
pursue alternative pathways. The development of infrastructure (roads, power, irrigation, communication and 
markets), education, and health care are better ways of achieving the goals together. I am of the opinion that this 
is the major highway for reducing malnutrition rather than targeted welfare schemes and efforts like AW. This 
said there is a scope for targeted efforts to save severely malnourished babies in backward zones even on 
humanitarian grounds if not for large public health gains. In this context the CDCs (Child Development Centers) 
in Maharashtra for severe malnutrition (grade 3 and 4) seem to be doing what needs to be done. The child and the 
mother stay for 2-3 weeks in the center where medical care and feeding is organized and the child can be brought 
to a better track. The mother gets some good hands on experience of child care in this. This effort is limited to 
less than 1% of children with severe malnutrition. The larger problem of grade 3 &4 remain to be addressed. 


monte the final frontier of fighting malnutrition is much wider than CDCs or AWs can hope to attain. The 
community & families must be helped to realize the causes of malnutrition and simple ways to overcome 
a their own means. This is alon g campaign and can not outpace the overall reduction of poverty due to the 
constraints mentioned above, although the African picture is contrary. There is some scope for changing the 
culture of malnutrition in various ways, especially in the way we bring up our girls. The Govt has a very limited 
role in this and is mainly assisting the social effort and infrastructure development. But the society is yet to 
recognize this problem as a priority competing with daily struggle of life. The campaign against malnutrition is a 
sanitized vernon of MDG’ campaign against poverty. But in the meantime, we can experiment with the AW and 
biomedical options and the humanitarian campaign of saving severely malnourished babies through CDCs. 
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Primar integral 
Eye Care as an integral part of primary health: case 


study on vision centre program from L V Prasad Eve Institue 


Vilas Kovai, Social Scientist Eye Care - LV Prasad Eye Institute 


Gullapalli N. Rao, Founder LV Prasad Eye Institute 


Until the mid 1990’s the health care delivery systems wer 
A; e based on a West oo ants ; 
emphasis on cure through hospital-based infrastructure. cater model of medicine with due 


However, over a period of time there has been a realization that it is important to keep the entire population 
healthy rather than functioning to treat the sick. This notion implies that there is so much to do outside the 
hospital as compared to within the hospital. Also over a period of time, the health expertise realized that health 


systems could be cost effective only when we strengthen the primary health component of the health care 
delivery system. 


In 1979, the World health Organization (WHO), in its Alma Ata declaration advocated the central role of 
primary care in the delivery of health care and defined it in medical terms to be closely related to the community 
and public health activities. Together primary care and public health services would deliver essential care 
services. Developed countries perceived this as irrelevant to their societies. However, the concept of 
community-oriented primary care gained importance for developed countries after epidemiological and 
behavioral sciences research showed that the socioeconomic, environmental and behavioral factors affect the 
health of individuals and populations. 


There was virtually no primary care movement until the mid 1990’s, when governments recognized the 
potential of primary care in strategies for delivery of health care. 


In 1998, the World Health Organization (WHO) adopted a resolution extending the Health for All policy 
into the 21st century. The goals of this resolution also included elimination of Measles and Vitamin A 
deficiency before 2020. 


Primary Health Care Approach: essential elements, principles, definitions and characteristics 


To achieve the goal of Health for All by 2020 as adopted by the WHO in 1998, the nations part of this 
resolution were opinioned that the following eight essential inputs are needed at the community level through a 


primary health care strategy. : 


care are equally relevant to primary eye care. Eye care 
in isolation. Therefore it needs to be delivered in an 
ustrated in the above table will 


The principles and the issues related to primary health 
is part of general health care and can not be addressed | 
integrated manner through primary health care. Implementation of inputs ill 
dramatically change overall health including eye health. 


oe ; : st is a broad public health type 
There are two important definitions of primary care 1n the literature. The firs p 


and the second one is a narrow health care system type stressing clinical care. 
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ESSENTIAL ELEMENTS OF PRIMARY HEALTH CARE 


PREVENTION & CON- 
TROL OF HEALTH 
PROBLEMS 
Life threatening conditions 
such as diarrhea and res- 
piratory infections can be 
prevented in families if 
mothers at least attain pri- 
mary education 
Health education/Paying 
Food delivery systems/| attention to nutritional is- 
Good nutrition sues 
a) Antenatal and natal and 


PREVENTION & CONTROL OF OCU- 
LAR PROBLEMS 


INPUTS/SERVICES 


a) Illiteracy is associated with prevalence 
of blindness and visual impairment 
b) Communication barriers exist between 
eye care providers and patients due to 
illiterac 


Vitamin A Problem - Nutritional in origin 


2 
post natal practices a) Ocular prophylaxis at birth 
b) Immunization b) Blindness due to Vitamin A defi- 


C) eradication of Measles ciency and Measles 


Control of communica-}| a) Leprosy’ eradication 
ble diseases b) Awareness about AIDS Ocular manifestations due to AIDS 
a Prevention and control a) Onchocerciasis 
S. 


Health education 


Maternal and child 
health services 


of locally endemic dis- | b) lodine deficiency disor- 
eases ders 


Adequate supply of 
Trachoma 


safe drinking water & 
attention to environ- 
Prevention & timely man- 
agement of general health 


Blindness due to Onchocerciasis 


mental sanitation Blindness due to Trachoma 


Appropriate treatment 
of common diseases 
and injuries 


Prevention & timely management of ocu- 
lar health 


RS lees] 


” Provision of essential | Prevention & timely man- | Prevention & timely management of ocu- 
drugs agement of general health lar health 


The public health type is exemplified by the WHO definition, which defines primary care as “essential 
health care made universally accessible to individuals and families in the community at a cost affordable by 
community and nation and through the full participation of community”. It forms an integral part of countries’ 
health systems and the overall social and economic development of community. 


santa n a others who specialize in Ophthalmology appear to adopt the WHO definition as 
ated by the work of Barrie Jones and Institute of Ophthalmolo ; ic pri 

; gy, London.’ Ophthalmic 

to be formally defined in many countries including India. : "Ake 


In order to 
(adiiatinand aan as primary care, the service needs to be characterized by first contact, accessiblity 
shdiaitesicsicn Ai really), continuity, comprehensive and coordinated, equitable and accountable.° These 

are a'so considered as fundamental criteria to evaluate the quality of primary care.” 


Primary Health care & Primary eye care approach in India: 


Primary healt ie} 
PHCs pated at eee am IS provided through government-operated PHCs, at village and town levels. 
Giiala aad tex on “eRe 0,000 and are linked to 5 — 6 sub - centres for providing preventive, promotive 

enabilitative health care to all inneed which includes primary eye care. 
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A medical officer (a qualified MBBS doctor) is 
and manage all medical and surgical illnesses at the prim 
investigations and treatment or expert Opinion to centres bas 
one post-graduate surgeon, one physician and one obstetricia 


appointed if 


cn Ol these PHCs and is supposed to diagnose 
ary level, and refer selected patients for higher 
ed at the district leve] — the CHCs, where at least 
-Synecologist are posted. 

PHCs should function as the first level in a hierarchic; 
two equally important roles: First, diagnosis of diseases 
their treatment either at the centres or through referral. 


Second, health education leading to family planning, better hygiene and sanitation, and prevention of 
communicable diseases, especially sexually transmitted diseases. . 


At present, the major problems at the primary level in healthcare can chiefly be attributed to: a) Shortage of 
qualified doctors to be posted at PHCs; b) non-availability of proper infrastructure including aetesir: and 
consumables at the PHCs; c) poor motivation of the public to seek timely help fiom the PHCs owing to 
misbeliefs, superstitions and lack of health education; d) Inadequate approaches to address inequity and 
accessibility (mostly due to gender, economy and geography) and ¢) inadequate approaches for sustainability. 
These issues are by and large equally relevant to the Primary Eye Care System of Primary Health Centres. 


The result of non-functioning PHCs has been that in many cases diseases are neither diagnosed in their early 
Stages nor treated. The rural population has to often travel to urban areas when they can no longer bear the 
suffering caused by the disease, thus increasing the load on hospitals in the urban areas and ending up with 
serious complications that, in many cases, could have easily been treated at their early stages. 


Let us look at the functioning of primary eye care through PHC. An Ophthalmic assistant is the primary eye 
care worker and is part of the staff of the PHC to provide basic eye care that includes screening, refraction, 
spectacle delivery, treatment with medicines and referral to the next levels of eye care (district hospital). 


Primary eye care as part of primary health care can substantially affect the eye health of the visually 
impaired and blind if provided efficiently. Evidence from literature indicates that an accessible system of 
primary care can reduce patient and provider costs and increase patient satisfaction without compromising the 
quality. It can also effectively reduce the issues related to equity and affordability. On the other hand, a specialist 
system of health care increases costs and issues of access. 


But there are many factors that undermine the quality and efficiency of Primary Eye Care through Primary 
Health Centres such as a) Inadequate equipment b) poorly maintained equipment c) inadequate Ophthalmic 
assistants d) poor quality training e) lack of a system of supply of spectacles for the PHC e) too much burden on 
the single ophthalmic assistant f) little motivation due to lack ofa career path g) focus on only identifying cases 
of cataracts and transportation to the district hospital for surgeries. 


The World health Organization (WHO) points out that the deterioration of the health status of populations, 
to some extent, is due to inadequacies of the PHC approach to implementation, lack of political will and 
inadequate allocation of financial resources etc. 


As rightly pointed out by the WHO, the biggest problems with the Indian health system are the lack of 
government spending in the health sector (0.9 per cent of GDP against an average of 2.2 per cent by lower- 
middle-income countries) and the inefficiencies and misuse of the meager resources that are ae av 84 
percent of healthcare is out-of-pocket expense, the system is set up to favor those hes ia ‘pee phi si 
goal of providing universal healthcare for all (in 1978, India was a signatory to the Dee a 
undertaking to provide "Health for All" by 2000) was far from being achieved. The current sy 
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“f nances t esources. 
to be overhauled, both in terms of finances and human t 


rty alleviation as its basic objectives; if there have been gains, 


¢ lthcare and pove tape 
sao ms in existence though not actually thriving, why is the current 


If the state has univers 
ate; if there are syste 


however patchy and inadequ 
health scenario so bleak?" 
biectives and resources being spent to achieve them. 
due to the mismatch between these obj : 
P a ce si 'o define realistic goals and allocate much higher levels of resources for the health sector. 
= 3 oe correctly indicates that the foremost objective of the Indian health system should be financial risk 


protection for the poorer and weaker sections of the population. 


In addition to this there is a lack of a community development as approach linking with public health 
strategies, a lack of accountability and responsiveness to the communities. 


The current primary eye care system is unable to meet the needs of the communities. For example, a single 
ophthalmic assistant, who is supposed to take care of a population of 35,000 - 50,000 is most of the time 
assigned a responsibility of 2 — 3 Primary Health Centres’ catchment populations due to insufficient 


appropriately trained human resources. 


In India, PHC are infamous for inconvenient opening times, no availability of personnel, and no availability 
of needed medicines and spectacles. 


According to recent news published on March 12, 2008 from India News, the Lok Sabha was informed by 
the director general of the health department that there is a shortfall of 1,410 doctors at the 22,669 primary health 
centres across India, while 7,352 centres are functioning without lab technicians. 


Quite often the poor distribution and inadequacy of human resources results ina lack ofaccountability anda 
lack of responsiveness. For example, most of the ophthalmic assistants indulge in private practice and ask the 
patients to come to their clinics to get eye testing and spectacles. This, in turn, defeats the very purpose of 
forming primary eye care in PHCs and increases patient costs without addressing the issues of equity and 
affordability. 


Most Primary Health Centres have dark rooms to provide primary eye care but are left with broken vision 
charts, inadequate equipment to do good refraction and still use torchlight to detect eye problems that may be 
responsible for blindness and vision impairment leading to ineffective communication with patients while 


referring to the next levels of care. Most of the times the equipment of PHCs is under-utilized due to lack of 
maintenance. 


The district administration instructs the ophthalmic assistants to conduct outreach camps in order to identify 
cases with cataract problem and transport them to the district hospital for surgery.'’ These are then transported 
back to their villages. The most important limitations of this outreach camp model are: a) No standardized 
procedures for screening eye problems, b) the absence of a strategy for adequate follow up care, and c) the 
absence of ongoing eye care services for a defined population." 


Though this system is merited to benefit the people with cataracts, others who need primary eye care 
services such as good quality spectacles and those populations with blinding conditions due to Vitamin A, 


poet disease, eye injuries, glaucoma and diabetic retinopathy have the least chance to benefit from this 
m. 


So the focus at this level is mostly on referring cases with cataracts to the next level without systematic 


efforts to provide good quality refraction and good quality spectacles from the PHC. The ophthalmic assistant 
can not be accessed on a continous basis at the PHC. i 
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Moreover, the health departments are concerned w ith imy 
npieme 
affected by funding agencies. For example, the World B | 
Blindness emphasizes cataract surgeries per million popula 


‘ing government policies, which are in turn 
ank supported National Program For Control Of 


ase nad eats tsnber of cokatee tion. Thus the whole focus will be on detection of 
act surgeries for a defined peric idi 
period rather than providing 


-ahetes vi other important blinding & vision impairment conditions that are preventable. This single disease 
ocus also does not allow for measuring the performance of the system and health outcomes ies health impact 
cts. 


This could be one of the reasons for poor utilization of existing eye care facilities and identified availabilit 
accessibility and affordability as major barriers as reported by several studies from India “*” : 


Further more the approach so far is doctor-centered and detached from a public health approach since most of 
these doctors are undoubtedly qualified and trained in medicine but lack training in public health approaches 


7 Inadequacy of resources is one of the most important determinants for inefficiency of PHCs. There is 
incongruence between targets and resources resulting in an acute supply system. The allotted budget per PHC is 
RS 75,000 per annum, which is inadequate to maintain the expenditures of a PHC. 


There are adequate numbers of service delivery models in India and the developed world to explain how to 
become self-sufficient and financially sustainable while providing high quality and equitable services to all in 
need. Let me draw your attention to the story of L. V. Prasad Eye Institute (LVPEI) to illustrate this. 


To address the above-listed limitations of the current approach to provide primary eye care, the concept of 
the vision center was designed, planned, executed, monitored and evaluated by L.V. Prasad Eye Institute 
(LVPEI)."° The LVPEI is a comprehensive and advanced tertiary eye health institute located in Hyderabad, India 
with vision of “Excellence with Equity”. This institution is a WHO-collaborating center for prevention of 
blindness and has developed several innovative services targeting underserved populations in rural and remote 
areas of the state of Andhra Pradesh in India through a network of secondary service centers and primary care 
“Vision Centres”. Based on the experience of the first two pilot vision centres, the project was expanded to 50 
more remote rural areas of the Adilabad, Mahabubnagar and Prakasam districts of the southern Indian state of 
Andhra Pradesh and now the five secondary eye care centers in Adilabad, Mahabubnagar and Prakasam districts 
have the full component of “10 Vision Centres”. An external evaluation of the first two vision centres and an 
internal evaluation of 30 vision centres developed by LVPEI was recently completed. 


The Vision Centre Model: 


The concept was to provide a model of “primary eye care in the remote and underserved geographical areas 
of developing countries ina fairly focused approach”. These centres are designed to be part of the primary health 
care network horizontally and are attached to the secondary level centre vertically. The population unit chosen 
for each vision centre was 50000 and 10 such vision centres are attached to one Service Centre. The vision centre 
was designed to address the major causes of visual impairment and blindness (and are focused on correcting 
uncorrected refractive error) and detecting cataracts as well as identifying other potentially blinding diseases. 
The concept endeavors to provide ongoing quality eye care at the doorsteps of people setting up permanent and 
appropriate infrastructure for the population unit of 50,000 . (This is known as mandal head quarter in Andhra 
Pradesh state) where several villagers visit for their day to day transactions such as trading. health, were 
and contacting government and political representatives etc. Vision Centres were established 7 nT : 
400 to 500 SQ ft of space within a community where no eye care services existed and where reasonable 
transportation linkages were available fora Secondary Eye Care Center. The infrastrucuire 
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racti e errors. 
att 1e vision cen re € : Oe | V 


ioh s sraduate is chosen, trained for | 
A local high school graduate | 06 ee 


centre. This contributes to both local employment and 


Eye examination is performed as per a standardized protocol free of cost. This includes detailed pri ne 
ophthalmic history, and assessment of the distance and near visual acuity, obj ective (retinoscopy) and subjective 
a ee ocular motility, cover test, pupillary reactions, slit lamp biomicroscopy, and applanation tonometry 
and smdilated fundus examination using a direct ophthalmoscope. Appropriate corrections with spectacles aah 
provided at lower than local cost or a referral is made to a secondary care centre or the health Care an 


community services, as required. 


The initial capital cost to develop the infrastructure is less than 20 cents per person for a population unit of 
50,000 which is planned through an external funding agency, and the recurrent cost is managed through the sale 
of low cost spectacles. While this strategy encourages people to get eye screening at zero cost, it also ensures 
financial sustainability through small profits generated by the sale of spectacles. 


The Vision Centre while focusing on correcting refractive errors also identifies and educates people with 
blinding conditions to go to an affiliated secondary eye care centre for further medical and surgical 
interventions. Thus, the strategy endeavors to address the issues of availability, accessibility and affordability of 
on going quality care, which are the major universal eye care issues. 


The administrator of the Service Centre and staff at this level (optometrist, optician, biomedical personnel) 
monitor the performance to take necessary quality control measures with respect to the equipment present in the 
vision centres. 


Our experience from the internal and external evaluation indicates that the vision ventres are successful a) in 
providing eye care services to remote rural populations; b) increasing public awareness about the problems of 
vision impairment and blindness; c) in providing complete coverage for school screening services; d) in creating 
community ownership (by recruiting a local person as a vision technician) and significantly reduces the burden 
of eye care at the secondary level. 


Vision technicians at vision centres were able to identify and provide services to 33 % —38 % of the 
estimated visually impaired and 37 %—60 % of blind population within a 40 month period. Spectacles were 
dispensed for nearly 26 % - 33 % of the target population and over half of those prescribed spectacles. As far as 
financial sustainability is concerned, while the vision centres of established rich villages of Andhra Pradesh 
have achieved over 100 % cost recovery with in a period of 24 months, the vision Centres of geographically 
inaccessible areas have achieved 50 - 75 % cost recovery during the same period. The income generated from 
the eye care services planned in urban areas will be used to address the issues related to this deficit. 


Beyond this, nearly three-fourths of persons who accessed care at vision centres in Adilabad (n= 76, 258, 78 
%) and vision centres in Mahabubnagar (n = 73,262, 76 %) and Prakasam (n = 26,411) did not require further 
examination, thus saving on the trip to the Service Center (located within the radius of 50 kilometers from vision 


ventres) for an eye examination. Such a trip would have cost a minimum of RS 72 (US $ 1.7) for each person. 
This was a substantial Saving to patients living in remote rural areas. 


Existing performance of the vision centres in part, attributed to a) easy access to the location of the vision 


centre b) continuity of the vision te ici 
chnician C) support systems from pro ram managem 
pelcaretaclties pp y prog gement and the secondary 


The use of 
se of modern equipment such as slitlamp with applanation tonometry and direct ophthalmoscope at 
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en centres has at least three benefits - One being | lity tachuat hick ae 

urban areas and the second being the identificas; | eanty technology which is confined to 
. | | 2 ntification of a whole range of potentially blinding conditions that ma\ 
be asymptomatic (like glaucoma and di ' 7 ; 


abetic retinopat! 
t athy) through the use f tk ' ant. Th 
articularly for that large number of rur: . € — ee = 
Pp y § of rural poor who can afford to make multiple visits to a hospital, so each time 


they present is an opportunity to identify potentially blinding conditions and they need a comprehensive 


examination. The third important benefit IS that the use of such equipment at the vision centre works as a model 
of quality care for other eye care service providers. 


Thus it is evident from the experience of LV Prasad Eye Institutes’ 
access to permanent and continuous care would result in reduced patie 
less chance of patients being subjected to unnecessary eye care/health j 


model of primary eye care that improved 
nt costs, less utilization of specialists and 
nterventions. 

This model has inspired the government of state of Andhra Pradesh to in 
Centres and the Indian Government to include this in the national VISION 2 
commitment to fund 2,000 Vision centres. 


clude this as part of Primary Health 
020 program for next 5 years with a 


In summary, the evidence from LVPEI indicates that some structural and functional adjustments to the 


present primary eye care of PHCs would lead to high quality, equitable and self-reliant preventive and 
promotive eye care delivery at the grass roots level. 


As rightly said by Bill Gates in 2005 while addressing the World Health Assembly in Geneva, a fully 
functioning health care system could benefit millions of people if it is given priority. 
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The ities ; : 
She role of communities and social movements in realizing the 


right to health 


Thelma Narayan 


Centre for Health and Equity (CHE), Sochare, Bangalore 


The community health and development work of the Com 
Jamkhed, India along with similar projects in different parts of the 
comprehensive primary health care approach (PHC). The rousing 
the WHO- UNICEF Alma Ata Conference in 1978 with PHC as a strategy. Alma Ata was about social justice in 
health, and linkages between health, development and the new international economic order that it hoped would 
emerge. Today 30 years later there has been some progress in health and a quantum increase in wealth and 
knowledge. However we are still grappling with huge inequities in health, both within the country and globally. 
It is useful to reflect and identify barriers to achieving Health for All and how they may be overcome, and more 
importantly to recognize the principles and approaches that would help reach this goal. Urgent action is called 
for with and by communities, especially those impoverished who comprise the social majority in India and 
globally. 


prehensive Rural Health Project (CRHP) in 
world, contributed to the development of the 
goal of Health for All was adopted globally at 


The 134 countries including India that signed the Alma Ata Declaration recognized that health was a 
fundamental human right ofall persons and that equity in health and health care was a universal goal. This was a 
reiteration of the universal declaration of human rights and articles in the WHO Constitution of which India was 
a founding member. At Alma Ata a comprehensive primary health care approach was seen as essential to 
building a universal health system and to reaching the social goal of health for all. 


Critical components of comprehensive primary health care (CPHC) include community participation in 
health decision making and in health action and inter-sectoral action for health. Both these indicated a 
significant shift from a bio-medical, expert-driven, disease-oriented approach to health planning and health 
system development. It was at a time when malaria and small-pox eradication dominated public health. During 
the same period working with rural communities in a drought affected area, the role of women community 
health workers (CHW) in improving health and access to care was shown powerfully in CRHP, Jamked. 
Through a process of continuous training and skill development of CHWs, with supportive supervision anda 
referral system provided by a competent and socially sensitive team, infant mortality rates were reduced even in 
improvised communities over a fairly short period of time. This has been demonstrated time and again in several 
projects and in some scaled up programs at national. Iran and Thailand developed a fairly dense network of 
community health workers within their national health systems. The role of CHWs in health education and 
health promotion as part of the public health system resulted in creating close links with the community and 
building greater public trust and confidence in the services. There have been documented improvements in 
mother and child health as a consequence. The concept has been used widely in ‘various areas such as 
community based rehabilitation of persons with disability through CBR workers and in home based care for 
persons living with HIV- AIDS. 
g the potential of members, particularly 


The key principle of recognizing, respecting and harnessin sort Coa tite 


women, from the community for health work was a great learning and a step 
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ance from medical and health professional bodies to this hie i te 

Bier salth. Additionally the absence of adequately sustained political, tec nical, fin ‘ é 
ee diam ve zie ‘ nd referral support that the health system and health professionals can provide, 
icy pockers find it difficult to function and CHW schemes fail when scaled up to state and 
community 


national level. 


faced was the resist 


t role in health and the social sector in general through the 
Panchayat Raj institutions. Whenever the system is supportive as was shown ss gibi pee 
their Swasthya Samithi’s (health committees) at Gram Panchayat and other levels ave contri sea ) re : 
Formation of neighbourhood communities, which also have health committees, as in parts of Kanyakumari 
district of Tamilnadu, have also made good progress in health. The sense of involvement, empowerment and 
em adds positive immeasurable resources to health. 


Communities can also play an importan 


positive self este 


From 1999 — 2001 a women’s health empowerment training programme was initiated by the Ministry of 
Health of the Government of India in fifteen states through NGO’s and Mahila Samakhya working through 
organized women’s self help groups. It aimed at increasing women’s awareness of health entitlements through a 
gender perspective and an empowerment process. This initiative resulted in the development of training 
manuals, using role plays, and stimulation games with a gender analysis of all health issues. Groups of core 
trainers were developed at state and district level and thousands of rural women underwent short courses. 


The Mitanin programme in Chattisgarh with over 60000 women health workers cum activists or 
Mitanins trained is also a recent example that developed by learning from the experiences of earlier CHW 
programs including the evaluations of the Jan Swasthya Rakshak program of the Madhya Pradesh government 
that was initiated in 1997. The Mitanin statewide programme is supported by Prashikshaks at cluster level, and 
block and district training coordinators. A series of attractive training manuals, radio programs, street plays and 
songs have been created. Health literacy has risen as a consequence though at a fairly basic level and women 
have come out of their home in a big way. Some have started questioning the functioning of the ration shops and 
of the local schools, bringing about some change through organized community action. Others have undergone 
dai training as birth attendants and conduct deliveries. 


Jharkhand state similarly developed the Saiya program training women health workers. CRHP, 
Jamkhed trained trainers and become a resource group for other states. The Foundation for Research in 
Community Health which has also trained CHWs and conducted research into community health developed 
links with the National Open School to provide accreditation for CHWs. The Yeswant Rao Chavan Open 
University, Nashik, also developed distance education programs and material available on the website. 
SEARCH, Gadchiroli developed a home based neonatal care approach which reduced neonatal death rates. 


SATHI- CEHAT developed pictorial training modules and also evolved community monitoring of the public 
health system. 


nt. ‘The National Rural Health Mission launched by the Central Government in 2005 picked up and 
institutionalised many of these community health mechanisms. It is attempting to make an architectural change 
si the health system with integration, greater decentralization, increased funding, better management and 

communitisation’ The process of identifying and training of over 600,000 women ASHA’s (accredited social 
health activists) and link workers is presently underway. Village health and sanitation committees are being set 
up and community planning and monitoring for the NRHM is being pilot tested. Scaling up to such a large scale 
is stretching available resources and is also meeting resistance and difficulties. States have been slow in setting 
aces aise centres, state mentoring groups and support systems at district and sub district levels. 

Sin making payments, delays in drug supplies, corruption and apathy exist in a fairly 
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widespread manner. But there is still a positive mo\ en 
anes unr 
However, contradictions in the development process ; 
an adverse impact at the community level that cannot be miti 
insecurity, loss of livelihoods, displacement due to SEZ’s (s 
and environmental pollution are taking a heavy toll and le 


tackled by community health work alone. There has simult 


groundswell of people’s movements and social movements offering resistance and alternati h 

World Social Forum process with the Asian and Indian Social F Orums and state social oo ~ i? ie peo 
expression of this. The Jan Swasthya Abhiyan (JSA) and the global People’s Health icend PHM) of. vtich 
it is a unit is another powerful expression of social protest and social action. The Indian and global ts a 
Charter’s for Health (www.phmovement.org) adopted at the first Jan Swasthya Sabha and the first slobal 
People’s Health Assembly respectively in 2000 are a manifesto for collective advocacy and action. Revitalising 
the Health for All campaign and bringing back the comprehensive primary health care gicann were central 
strategies adopted in December 2000. Addressing the underlying determinants of health were also critical 
components. A Right to Health and Health Care campaign was launched in India in 2001 and later globally in 
2005 at the second global People’s Health Assembly in Cuenca. 


ind in the larger determinants of health are having 
gated by CHWs alone. The agricultural crisis, food 
pecial economic zones) and development projects, 
ading to impoverishment. These forces cannot be 
aneously been during the past decade in particular a 


Several people associated with peoples movements, NGO’s and the JSA helped to influence and shape 
the NRHM . The PHM/JSA also helped to bring back Health for All and Primary Health Care back on to the 
global health agenda from 2001 onwards after years of neglect. Dr. Margaret Chan the WHO Director General 
has taken several initiatives with regards to PHC, based on requests from several governments and pressure 
from the PHM. She has recently set up a Global Task Force on PHC and the 2008 World Health Report is focused 
on PHC. The WHO - South East Asia Regional Office has published guidelines on Training Community based 
Health Workers and Volunteers very recently. Alma Ata may have been years ahead of its time in its thinking, 
and the time to act is now. 


However processes of privatization and commercialization of health and related sectors are 
accelerating. These must be challenged and brought under social control. The public health system needs 
strengthening at every level with a much greater sense of urgency and collective societal responsibility. Only 
communities that are aware, analytical and organized can bring about these changes. Networking of efforts and 
movements across the country and globally has already occurred but requires further strengthening. 
Privatization of medical and health science education has reduced social access and brought in further 
corruption and scandals. This trend needs to be reversed. 


As we gather strength for the ongoing work we are inspired and take coverage from stalwarts in the field. 
One such is Dr. Raj Arole who is reaching a milestone seventy fifth birthday on 15th June 2008. The pioneering 
work done by Dr. Raj along with his wife and collaborator the late Dr. Mabelle Arole, and the team at CRHP has 
been a beacon of light for many generations of health workers and professionals in India.and abroad. The 
sustained work has had a multiplier effect. Learning from communities building on their strengths and moving 
forward has led to several such initiatives as in different parts of the country, as wees scaling a Manarnene 
state has developed the highest density of community health proj ects and initiatives. Participation and 
leadership by Dr. Arole in the Maharastra Social Forum has helped to highlight the widening disparities 7 nie 
and development, and the underlying causes for the same despite a rising economic gr owth rate. ‘ 4 P Pre) 
of value to the steering committee of the NRHM. We wish him health and strength in the years ahead and tha 
him for all that he has been to us in the health movement in India. 
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Comprehensive Rural Health Project (CRH P) of Jamkhed 


Maharashtra, India 
Carl E. Taylor, MD, MPH Professor Emeritus, the Johns Hopkins University 
Senior Health Advisor, Future Generations 


Henry B. Perry, MD, PhD, MPH Professor and Technical Advisor, Future Generations 


and 


Drs. Rajanikant and Mabelle Arole began CRHP in 1970 as an alternatiy 
which was having little impact on health in rural India, 
especially among poor and marginalized women and 
children. In cur experience, no other health program in the 
world has an equivalent record of long-term and innovative 
program design; improving health; promoting new | 
methods and technology in other places which continues to jg 
be relevant as new community priorities emerge; | 
empowers the community, women and marginalized P® 
groups; tackles the root causes of ill-health; collaborates 
with other individuals and organizations; and provides 
field training in practical aspects of program 
implementation for people from around the world. 


e to the Western medical model, 


Extraordinary Achievements in Training in Comprehensive Community-Based Primary Health 
Care 


After two decades of field implementation and program development, the Arole’s established the Jamkhed 
Institute for Training and Research in Community Health and Population in 1992 to share CRHP’s experience 
throughout India and the world. 


Residential courses of various types are offered throughout the year for individuals and organizations. These 
courses include a diploma program, certification training, special short-term courses, and custom-tailored 
oe —— trainings to meet the specific needs of organizations and individuals. All 

: yj courses are participatory with practical training for comprehensive 
community-based primary health care (CBPHC) projects. Instructors 
P | include members of the project villages, especially village health workers 
q (VHWs), CRHP staff, national 
specialists and international 
public health experts. 
| Participants receive training in 
' the principles and practices of 
community-based health and development, leadership skills and 
personal development. Participants also learn from each other since 
typically they come from diverse backgrounds, cultures and 
geographic settings. 
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(0 countries and 27,000 persons from India have obtained training at 

ostly health and development workers from governmental, non-governmental, and faith- 
Jamkhed. sin sbeeay d 7 lude grassroots workers, doctors, nurses, government workers, administrators, and 
bated Steen nen © ead students. It has relationships with the Australian International Health Institute, 
medical ie pices z F dicine Mt. Sinai School of Medicine, the Duke University Global Health Initiative, 
ee, ae United Methodist Church used the Arole’s’ expertise in establishing similar training 
an 


centers in Bolivia, Venezuela and Honduras based on Jamkhed principles. 


To date, over 2,000 persons from over | 


Recently, the Jamkhed Institute has been involved in several major scaling up projects in India: 


e Training of 700 ashram teachers and 450 VHWs in implementing the Jamkhed approach in tribal areas 
(inhabited by indigenous peoples, who are among India’s poorest and most underserved) in eight 
districts of Maharashtra, with a population of 10 million (in a program sponsored by the state 


government); 


Training 1,500 VHWs, 200 auxiliary nurseidwives, and 2,400 other community volunteers and health 
staff from 22 rural districts in Andhra Pradesh, with a combined population of 60 million people (in a 
program sponsored by the state’s Society for the Elimination of Rural Poverty); and, 


@ Taining of trainers and grassroots workers for national faithased organizations and other NGOs in India, 
working mainly in the north and northeast (among these were 100 trainers from the Catholic Health 
Association of India, 300 trainers and grassroots workers from Compassion, and 500 from World 
Vision). 


People come to Jamkhed for training for shurt periods of several weeks, and later a team of staff and VHWs 
travel to their place for follow up. 


The diploma course is a 2onth residential learning 
experience in Jamkhed followed by 8 months of field work 
with the students’ sponsoring organizations. Since 1994 there 
have been 22 diploma courses, with 401 participants from 22 
states in India (mainly from north and northeast, where health 
conditions are the worst in India) and from 43 other countries 


i) 


Oa Bl 


America). 


Field research in project villages focuses on assessments of the impact and effectiveness of 
comprehensive CBPHC, prevalence of HIV/AIDS and sexually trans-mitted infections, reducing the stigma of 
leprosy, pregnancy outcomes and levels of maternal mortality, the empowerment process, and mental health 
problems. Villagers are actively involved, learning new knowledge and skills for community-based research 
and beyond. In both research and teaching, the community members are partners and colleagues. 


Four Decades of Experience and Achievement in Community Health Programming 


CRHP has now been o 
effectiveness of illiterate VHWs 
CRHP works with 
health us- 


perating for 38 years. It was the first large-scale demonstration of the 
1Ws as key change agents for a comprehensive approach to health improvement. 
communities to ensure that poor and marginalized people achieve an acceptable level of 
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ing the principles of primary health care defi 


ned at Alma Ata in 1978 j 
all health services, promote the status of wo 78in 


order to achieve equit and integration of 
men, and great down caste _ : 


barriers. 
In 1970 when CRHP began, Jamkhed was in the mids a ee sas . 

poverty were among the worst in the world. The mrt = wea ietane ae: pe ore 

under-five children were malnourished, cover-age rates of childhood shah ie fi il ple rh ca a 

care, and birth attendance by a trained provider were all less than 1%, Sy Oe Ctte taes 

without personal rights. One-third of the population was migratin 

temporary jobs because no food or work was available in Jamkhed. 


Women were treated as beasts of burden 
& to sugar cane plantations to work in 


At the outset, there were almost always three or four infants with neo 
the disease is rarely encountered. In the earl; 1470s children accounted for 
today they are only 3%. Children began to receive nutritional monitoring ona regular basis, and mothers learned 
how to prevent and treat early childhood diarrhea and detect pneumonia. Although most births were at home, 


women who develop complications of pregnancy or childbirth were brought to the CRHP hospital without 
delay. 


natal tetanus in the hospital; now 
half of the patients at the hospital; 


Within five years, the infant mortality rate fell to 52, the coverage of antenatal care increased to 80%, 

74% of deliveries were considered to be “safe,” the 
immunization coverage of children was 81%, and leprosy |  jamkhed infant Mortality Rates Compared to Estimated 
prevalence dropped in half. After 20 years, the infant Rates for Rural Maharahstra 

mortality rate was 26, 60% of eligible couples were using 
family planning, less than 5% of the children were 
malnourished, and the prevalence of tuberculosis had fallen 
three-fold (from 18 per 1000 to 6). Now, 100% of pregnant 
women receive ante-natal care and have “safe” deliveries, 
and less than 1% of children are malnourished. The infant 
mortality is 20 and the maternal mortality ratio is less than | 

100 per 100,000 live births. Compared to other populations KS, Pf oe 

in the world with similar levels of socio-economic — 4 sieeaiaans saynetinneiaaiiaaenan 
development, these mortality levels are among the lowest |  MarSyeas.ot education the entre state infated by 10% sce rural rates n general 
-and, as the figure shows, they are about half the level of 
mortality for similar populations in rural Maharashtra. 
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Almost 10,000 tuberculosis patients have been identified and treated, as have over 5,000 patients with 
leprosy. These patients were once stigmatized, but now they are integrated into the life of their communities. 


Now, common communicable diseases have been brought under control, other health and development 
problems are being addressed by the communities, e.g., non-communicable diseases (diabetes, hypertension, 
arthritis, mental illness, among others), adolescent girls’ health and development, watershed management, 
agriculture, and income-generation (especially for women). 


CRHP continues to operate a 30-bed hospital, for basic inpatient medical, obstetrical and surgical care 
for a catchment area of 1.5 million people within a 50 km radius. Each year the hospital staff treats 95S 
outpatients, conducts over 100 deliveries (for high-risk pregnancies or Se ae and io ee mes pa 
300 surgical procedures. The operating expenses of the hospital are largely se Sh (ea 
developed a replicable model of cost-effective secondary hospital care to support comprehen 
based primary health care. 


yanizati d tl 
Although Mabelle Arole died in 1999, Rajanikant Arole has es ine of diet AS ae 
Institute in his role as Founder and Director. Their daughter, Dr. Shobha Arole, has 


105 —_ 


day activities of the hospital and the community program since 1989 in her role as Associate Director. 
-to-day activities spite 


Innovation in Program Design 
Three tiers of work have evolved at CRHP. 


(1) At the community level, VHWs provide education, health care and leadership to community groups. 
Farmers’ clubs and women’s groups are organized around their own interests, and they support and assist 
VHWs in their community work. As the communities learn more and become confident in their abilities, 
they take on more of the work of identifying their health problems, analyzing causes, setting priorities, 
and developing local solutions using local resources as much as possible. 


(2) A small mobile team, composed of a nurse, a paramedic and a social worker, visit the villages 
periodically to provide support and assistance. The mobile team sees patients referred by the VHWs, 
visits pregnant and newly delivered women, as well as persons with chronic conditions, and talks with 
village leaders about current issues. The team also teaches the VHWS in the villages as well as when the 
VHWs come for weekly continuing education sessions at the CRHP training center. 


(3) The base of operations in Jamkhed includes the hospital and outpatient clinic, central offices, a hostel for 
trainees, and classrooms. All of this takes place with an annual operating budget of only US$ 500,000, 
60% of which is paid by patient and trainee fees. 


The key change agent in the community is the VHW, selected by the community. She receives training in 
health, community development, communication, and personal development. At the outset, many of these 
VHWs were illiterate from the untouchable (dalit) caste. Her primary roles are to share her knowledge with 
everyone in the commu-nity, to provide basic health care, to organize community groups, and to facilitate 
action, especially with the poor and marginalized. The VHWs are taught skills which help them earn their own 
living through micro-enterprise. Once each week the VHWs 
come to the central training facility in Jamkhed where they stay 
overnight, learn from one another, have fun, and provide each 
other with social support. Many of these women have been 
VHWs since the early 1970s, and dropouts have been 
exceptionally rare. The VHWs maintain a simple health 
information system in each village. They record births and 
deaths, family planning usage, and other basic information, and 
they place a summary -of these statistics on a blackboard in the 
center of each village so everyone in the village is aware of the 
situation and the progress being made. 


Beginning with eight villages, the work spread within five years to 30 villages with an overall population of 
30,000 people, and by 1985 to 250 villages with a population of over 250,000 people. The expansion was 
possible because of the enthusiasm of the villagers who were eager to share what they had learned and 
experienced in their own villages. The mobile team from Jamkhed began to visit these new villages regularly 
and made fewer visits to the villages with more established activities. 


oe a ae tae S process the Arole’s catalyzed a people's movement for health. In fact, in 1990, the villagers 

rn meet os own initiative, bought bus tickets and traveled to Bhandardara, 250 miles away, to teach 

~ sa . P ta eer community workers among 60,000 tribal people who had been displaced from their tribal 
orest heritage to make space for a new dam. In another area called Latur, four hours from 
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Jamkhed, an earthquake kil sonia ; : 
assistance and eg eee osname — ~ es ‘he VHWs of Jamkhed rushed there to give their 
‘ ; 9 OF the people of Latur. the VHWs helped the people of Latur to develop a 


similar program. Project activities have continued in : 
' the Villages arov ) a SE ee 
beyond, which together have a population of more than $00 Pi rina Jamkhed, Bhandardara and Latur and 


= Press than creating duplicate services and Programs, CRHP links villages and their needs with 
allabDle resources in governmental and non-governmental] Programs that the local people did not even know 
about. Lawyers voluntarily come and talk with village women to orient them about their legal rights, and 


government officials come and talk with villagers about how to apply for government loans and programs 


CRHP has a demonstration and training farm where it 
promotes new crops, new farming techniques (including organic 
methods), animal husbandry, and new income-generating 
, activities (such as value-added production). Over 2,000 men and 
=} women have improved their income from this training and have 
g been able to obtain better nutri-tion for their families and 
communities. The farm also provides a livelihood for destitute 
women with chronic illnesses such as HIV/AIDS and victims of 
violence, enabling them to live with dignity and hope. 


CRHP has, from the beginning, addressed broad | 
community concerns and the needs of the whole person rather than ff 
simply providing curative and preventive health services. It has 

wae addressed the social determinants * 
of health, e.g., the low status of & 
women, the caste system, and | 
poverty. The farmers' clubs have 
been active in reforestation, § 
: planting millions of trees, 
©) improving the land for agricultural 
production, watershed development and management, and utilization of 
appropriate technology (e.g., bio-gas and vermiculture). Other examples of 
| appropriate technology have been the use of herbal medicines and home 
| remedies (e.g., home-based oral rehydration therapy, steam inhalation), the 
| VHW herself, and 
the production of | 
over 18,000 | 
artificial limbs 
(“Jaipur foot”) throughout the state. Training and |. 
production of the “Jaipur foot” has also been 
provided in Angola, Liberia and Mozambique for 
landmine victims. 
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Increasingly, CRHP has placed emphasis on wos 
empowerment and raising the level of self-esteem, aH 
in girls. There are 175 women’s self-help groups wit ‘ 
members in Jamkhed villages. These groups have savings and 
loan programs and activities directed at domestic violence 
and alcoholism. Adolescent groups are now present in 30 
villages, involving 500 girls, to promote health education, 
self-confidence, creative expression, and deferral of marriage 
and pregnancy to an older age. These girls even learn karate to 
provide them with self-defense and to enhance their self- 


esteem! 


Moving from Local Success toa Global Center for Primary Health Care as Envisioned at Alma Ata 


CRHP has become one of the world's premier examples of achieving what was envisioned at the 
International Conference on Primary Health Care at Alma Ata, Kazakh-stan in 1978 — namely, Health for All 
through accessible and affordable primary health in partnership with the community, through giving priority to 
mothers, children and the poor, and through women’s empowerment, inter-sectoral approaches and addressing 
social determinants of health, including economic development. 


Having developed an effective methodology for implementing primary health care along the lines 
envisioned at Alma Ata in 1978, Raj and Mabelle Arole wanted to share this experience with others. One of their 
first efforts to do this was the writing of what has now become one of the classics of global health which is read 
throughout the world — Jamkhed: A Comprehensive Rural Health Project (Arole and Arole, 1994). It is a 
practical and inspiring story which empowers both sophisticated and unsophisticated readers alike to become 
engaged with —and in fact transform—communities. 


The Drs. Arole have received international acclaim for their 
achievements. Only two years after starting CRPH, the Christian Medical 
Commission of the World Council of Churches invited Raj Arole to its annual 
meeting and soon thereafter wrote about Jamkhed in its influential periodical 
(Contact). In 1975, the World Health Organization and UNICEF published a book 
entitled Health by the People, in which a critically important chapter presented the 
pioneering role of Jamkhed (see bibliography). This book played a pivotal role in 
setting the stage for the Alma Ata conference in 1978, at which CRHP was cited as a 
premier example of Health for All. 


The Ar ole’s left Jamkhed in 1989, partly to show CRHP’s sustainability without them, and returned to 
the J ohns Hopkins University in Baltimore as visiting professors, during which time they wrote their book. They 
left their daughter, Shobha, who had by that time become an experienced physician and surgeon, in charge of 
project opera-tions. In the early 1990s, Mabelle Arole traveled throughout Latin America and Africa for the 
es, to share the vision and experience of Jamkhed, and helped develop programs in 4 
ad ana oni merican countries, She then was based in Nepal for several years, working as Regional 

— ild Health Advisor for UNICEF - South Asia, while Raj Arole focused his energies on 
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establishing the Institute for Training and Research ; 
arch in Con | sigiall: 3 
member of India’s National Planning Commission munity Health and Population at Jamkhed and as a 


rous governmental policy and planning 
president of Oikocredit, an international 
1 Leprosy Research and Training Center, 


commissions at district, state and national levels. Shobha Arole is 
micro-credit program, and she has served on the boards of Karigir 
India, and the Churches Auxiliary for Social Action, India. 


Raj Arole is currently one of the two NGO representatives on the National Rural Health Mission 
(NRHM), chaired by the Prime Minister, which has incorporated some aspects of the Jamkhed approach in the 
rural health initiatives that it is financing through-out the country. The Mission is revitalizing India’s 
governmental programs for the rural poor, especially in the areas with the highest mortality rates, and it is now 
spearheading the training and support of more than 500,000 VHWs (ASHAs), making it the largest such 
program in the world. 


Their wisdom has continued to be sought by global health professionals. Shobha was a plenary speaker 
at Global Health Council’s annual conference 2008, and they were invited to participate in the recent WHO- 
NGO partnerships consultation on revitalizing primary health care. 


Distinguished awards the Arole’s and / or CRHP have received include the following: 
@ Magsaysay Award (Asian Nobel Prize) for Community Leadership (1979) 
@ Indira Priyadurshani National Award for Tree Planting (1987) 
@ Padma Bhushan National Award for Social Service, India (1990) 
@ Hiwargaonkar Award for Rural Health Service Using Grassroots Workers as Change Agents (2000) 
@ National Award for Work among Tribal People (2001) 


e@ Designation as Social Entrepreneur by the SVHWab Foundation (2001), leading to participation in the 
multiple meetings of the annual World Economic Forum and the annual Indian Economic Forum 


@ Dr.Ambedkar Dalit Mitra Award for Work among Backward Classes (2004) 
e@ Astitwa Award for Exemplary Woman in Health (2004), to Dr. Shobha Arole 
@ Mother Teresa Memorial International Award for Social Justice (2005) 


@ The National Geographic is featuring the Jamkhed VHWSs in its December 2008 issue. 


109 


Conclusion 
at the Global Health Council’s annual meeting in 1988 in Washington, DC, when 


amkhed, shared her experience providing primary health care in a remote village. 
She concluded her speech by lighting a small wick lamp and saying: / om like this lamp, lighting Hie pis 
better health. Workers like me can light another and another and thus encircle the whole earth. This is “Healt 
for All.” Support CRHP so the light of Jamkhed and the spirit of Health for All can spread even further. 


We were both present 
Muktabai Pol, a VHW from J 
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Does Comprehensive Primar Health Care have a role in reaching 


the millennium development ooa| of reducing under —5 mortality b 
two thirds?- A brief essa in honor of Raj Arole 


Henry Perry, MD, PhD, MPH 
Carl Taylor Professor for Equity and Empowerment 


Future Generations, F ranklin, WV 


Introduction 


A systematic review of the evidence regarding the effectiveness of community-based primary health care in 
improving child health is nearing completion. This review is to document how effective community-based 
approaches are in improving child health, as defined by mortality, nutritional status, serious morbidity, and 
coverage of key child survival indicators. At present, more than 250 published scientific articles, project 
evaluations, and other documents have been reviewed. The review is being guided by an Expert Panel chaired 
by Dr. Carl Taylor, Professor Emeritus at the Bloomberg School of Public Health of the Johns Hopkins 
University in Baltimore, Maryland, USA, and the review itself is sponsored by the Working Group on 
Community-Based Primary Health Care of the International Health Section of the American Public Health 
Association. 


One of the important questions related to the review is what kinds of programs have been carried out and 
documented that have produced a long-term (that is, lasting more than 5 years) impact on under-5 mortality. 


Findings 


One of the important findings arising from this review is that we have not identified any examples of 
programs that have achieved a long-term impact on under-5 mortality which have employed selective child 
survival interventions only. The four programs which we have been able to identify all employ comprehensive 
approaches — not only to child health but the health issues beyond child health. 


The most successful programs with a sustained and documented impact on child health are the following: 


@ The Matlab MCH-FP field site in Matlab, Bangladesh (a research field site for the International Centre 
for Diarrhoeal Disease Research, Bangladesh/Centre for Health, Population and Nutrition); 


@ The Ho6pital Albert Schweitzer in Deschapelles, Haiti; 
@ TheJamkhed Comprehensive Health Project in Jamkhed, India; and, 


e SEARCH (Society for Education, Action and Research in Community Health) in Gadchiroli, India. 


A brief description of each of these programs follows. 


Bangladesh: The International Centre for Diarrhoeal Disease Research, Bangladesh/Matlab Family 
Planning and Maternal/Child Health Program 
In the mid-1960’s, the International Centre for Diarrhoeal Disease Research, Bangladesh/Centre for Health 
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ablished a community-based longitudinal research field site in Matlab, a rural 
iver! to test the affectiveness of cholera vaccines. It has now become the oldest demographic 
| caesar d the site of hundreds of peer-reviewed publications reporting investigations 


; in the world an . 4 tote ee 
surveillance system» d socio-economic development. The field site is divided into two 


Ith, nutrition, population, an | : 
aes Mi A bea is acomparison area (where only government health services are provided). The other part 1s 
narts, 0 


an area of intensified community-based health and family planning activities. Each area has a population of 
approximately 100,000 persons. In the intervention area, CHWs visit each home on a regular basis. (The 
frequency has declined from every 2 weeks initially to every 2 months at present.) At the time of home visits, the 
CHWs administer immunizations, provide antenatal and postnatal care, and diagnose and treat childhood 
pneumonia according to the WHO protocol. Health education and family planning services are also provided. ° 


and Population Research est 


The CHWs are well-trained and well-supervised, and they can refer patients to a nearby sub-centre staffed 
by a full-time paramedic who provides routine maternal and child health as well as reproductive health care 
services. A hospital operated by the project is readily available for referral of sick patients. The health program 


has earned a strong level of trust with the population because of the high-quality health care which it has 


provided for four decades now. 


Historically, the intervention area has been about 10 years ahead of the comparison area in terms of under-5 
mortality rates. In 1985, the under-5 mortality rate per 1000 live births was approximately 200 in the control area 
and 150 in the intervention area (25% less). In 1995, the rates were approximately 120 and 75 (3 8% less). In 
2005, the under-5 mortality rate was 46.6 in the intervention area and 62.4 in the comparison area (25% less). 


This program, together with the Hépital Albert Schweitzer in Haiti (discussed below), have the longest 
documented mortality impact of any health programs in the developing world. 


Haiti: The Hopital Albert Schweitzer 


The H6pital Albert Schweitzer (HAS) has been in operation now for more than a half-century providing 
not only hospital services but also community-based primary health care, facility-based primary health care, 
and community development activities. As a result of the collection of vital events data at the time of initiation of 
a community health program in 1967’ and the intermittent collection of retrospective birth histories since, it has 
been possible to monitor the under-5 mortality rate for the primary health care program area served by HAS and 
to compare this to data for Haiti as a whole. The HAS program area is similar in socio-economic terms to rural 
Haiti as a whole. Coverage rates of key child survival interventions in the HAS primary health care service area 
were approximately twice that for the same interventions in rural Haiti when the under-5 mortality in the HAS 
service area at that time was half that for Haiti.° An analysis of the trends in under-5 mortality at HAS 
demonstrated that between 1967 and 1972 there was a rapid decline in under-5 mortality to one-quarter of the 
national level.’ Since then, the under-5 mortality has remained at least half that of the under-5 mortality rate for 
Haiti in general.’ The authors attribute this mortality impact to the entire system of health and development 
including the community-based services, the primary health care services at health posts and health centers, the 
hospital Services, and the community development programs. The under-5 mortality rate in the mountainous 
area 1s approximately twice that in the plains.” The per capita annual cost for the entire program is US$ 19. The 


= per under-5 death averted was $2,775, the cost per year of live saved was $40, and the cost per DALY saved, 
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India: The Jamkhed Comprehensive Rural Heq|;/, Pr 


The Jamkhed Comprehensive Rural Health Project (CRHP) 
has been in operation since 1970. '*"' It has developed a compr 
and developed in conjunction with hospital referral Services 


in Ahmednagar District of Maharashtra, India, 
ehensive approach to community-based health 


At the outset, in 1970, the people of the Jamkhed area were living in ne 
drought and lack of access to water. Forty percent of under- wh 


childhood immunizations, utilization of family planning, prenatal care and birth attendance by a trained 
provider were all less than 1%, and the infant mortality rate was 176 per 1000 live births. Women tes eee 
beasts of burden and had no personal rights. One-third of the population was migrating to sugar cane plantations 
to work in temporary jobs because no food was available in Jamkhed. ’ 


famine conditions as a result of 
5 children were malnourished, coverage rates of 


Although Rajanikant and Mabelle Arole began as a husband-wife physician team treating medical 
conditions in an impoverished area of rural India, their approach quickly expanded to the training of illiterate 
CHWs, addressing the determinants of ill-health through improving access to water and food. nutrition 
education, women’s and community empowerment, micro-credit, improved agriculture, and nrgetind the 
poorest and most disenfranchised members of the communities. Although the project worked at the outset only 
with communities which requested the project’s assistance, gradually over time all villages sought to participate 
in project activities. The project always required major investments of time and energy from community 
members as a condition of participation. The project established groups of volunteers within the community, 
including village health workers (VHWs), farmers’ groups, and women’s groups (mahila mandals). 


The key change agent in the community became the VHW, who is selected by the community and who 
receives training in health, community development, communication, organization, and personal development. 
Her primary role is to share her knowledge with everyone in the community, to organize community groups, and 
to facilitate action, especially with the poor and marginalized. At the outset, many of these VHWs were often 
illiterate women from the untouchable (dalit) caste. 


VHWs are all women who work for no pay but have obtained, with project assistance, access to income- 
generating activities. They serve as a link between the project’s mobile team and the village itself. The mobile 
team consists of a nurse, an agricultural specialist and a social worker. The team usually visits a village once a 
month. The VHWs come to the Jamkhed project center in the small town of Jamkhed once a week, where they 
meet with the other VHWs to discuss problems encountered in their work and obtain training. They spend the 
night there as well and provide social support for each other. Many of the VHWs have been doing this for more 
than 30 years. 


The project operates a 30-bed hospital which serves as a referral source for patients from the project area 
(and beyond). Emergency Caesarean section and other emergency surgical procedures are performed there. At 
the outset of the project the hospital in Jamkhed was filled with seriously ill and malnourished children. Such 


patients are now rarely seen. 


The project gradually expanded to reach 250 villages with a population of 250,000 people. 


Research in Community Health and Population. More 


The Project now operates an Institute of Training and 
; C ; there to learn about 


than 11,000 people from throughout India and other countries around the world have come 
the Jamkhed approach, to visit the villages, and to learn from the CHWs. 


Each village maintains a record of all births and deaths which take place among its members, as well as 
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ho are using family planning, the number of children completely immunized, 


sr of couples W : ; 
pespagaciithe number 0° °08t nutrition. This is displayed in a public space in the village. 


and the number of children with ma 
176 deaths per 1000 live births in 1971 to 19 in 1993. Since then, the 
tly at 26 or less while the infant mortality rate in the rural areas of the 
evel (51) according to the 2005-2006 National Family Health 


The infant mortality has declined from 
infant mortality rate has remained consisten 
siate of Maharashtra remains at twice that | 
Survey.” 

At the outset in 1970, the percentage of pregnant women obtaining antenatal care and a safe delivery was less 
than 1%. By 1993 this percentage had reach 82% and in 2004 reached 100%. The percentage of couples utilizing 
family planning was less than 1% in 1971 and reached 68% in 2004. Less than 1% of children were fully 
immunized in 1971 and in 2004 87% were fully immunized. At the outset, 40% of children were malnourished 
but by 1993 only 5% were malnourished. The prevalence of malnutrition has remained below this level since. 
Leprosy, which was common at the outset of the project, has now virtually disappeared, and the dedince of 
tuberculosis has fallen from 1,800 cases per 100,000 persons to 200. 


Perhaps the central message of the Jamkhed CRPHP is that even in most dire circumstances great 
improvements in health, including in child health, can be achieved if health programs can work in partnership 
with the community and communicate if programs can communicate a sense of self-worth and respect to 
everyone. The project has improved its programs by trial and error in partnership with the community and by 
responding to needs identified by the community, only some of which are directly related to health. 


Of historical importance is the fact that the Jamkhed CRHP served as one of the inspirations for the 1978 
International Conference on Primary Health Care at Alma-Ata. Jamkhed was one of the projects featured in the 
influential monograph published by WHO several years prior to the Conference." 


Unfortunately, even though the Jamkhed CRHP is widely known and respected, there is little information 
published in peer-review journals about the project. (One recent exception is McCord et al., 2001’). 
Descriptions of the project can be found in other books as well.'"’”"* Although no data are currently available 
about the health status in a control area, a large-scale external evaluation of the mortality impact of the project 
based on comparison with a control area is now underway.» 


In contrast to almost all peer-reviewed articles regarding the effectiveness of community-based programs for 
improving child health published in scientific journals, the book published by the Arole’s (Arole and Arole 1994) 
provides a detailed description of the context within which the project operates and the manner in which the 
project and the community interact. 


India: SEARCH 


Since 1986, the Society for Education, Action, and Research in Community Health (SEARCH) has been 
providing community-based health care services together with hospital care in a rural area of Maharashtra, India, 
known as Gadchiroli. The Gadchiroli District is the least developed district in the state of Maharashtra. The 
founders, Dr. Abhay Bang and Dr. Rani Bang, have established their work within the context of Ghandian social 
philosophy, and they have developed a collaborative partnership with the people of the communities of 
Gadchiroli for basic health care, for education and training in health, and for research ‘o shape health policies.” 
Lake the Arole’s, who founded the Jamkhed Project, the Bangs obtained their inspiration from the Narangwal 
Project, amodel community health project established in collaboration with Johns Hopkins in the 1970s." 
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health proeram whi ; dedicated staff have developed a communit 
p pr ch provides community-based primary health Care in a population of RO soe people. — 


requests from the community. 


Over this 15 - year period, the infant mortality rat in the intervention villa 
deaths per 1000 live births in 1988 to 31 in 2003, compared to a decline of 
23 
area. 


ges has declined by 74%, from 120 
38%, from 120 to 74, in the control 


The program relies on trained traditional birth attendants and community health workers to provide 


diagnosis and treatment of common illnesses, to diagnose and treat childhood pneumonia, and to provide 
neonatal home care. 


Common Characteristics 


All four of these programs have been in operation for more than two decades, and three have been in 
operation for almost four decades or more. They have all published documented mortality impacts, and they 
provide integrated services. 


As Table 2 demonstrates, these long-term programs have a number of important shared characteristics, 
which include a broad array of primary health care services, including family planning and reproductive health, 
access to referral care at higher levels, utilization of community-level workers and support for them through 
strong training and supervision, routine systematic home visitation, a strong partnership between the health 
program and the community, a strong level of trust in the community of the health program, and treatment of 
clients with a high level ofrespect. 


Even though we know that in highly controlled settings, specific interventions such as handwashing, vitamin 
A, immunizations, and many others have an impact on reducing under-5 mortality (as documented in our 
review), there is much less evidence on how programs can achieving long-lasting impacts on under-5 mortality. 
The four programs which we have identified have strong evidence of lasting impact on under-5 mortality, yet 
they are comprehensive in scope and have many benefits beyond reducing under-5 mortality. 


These findings, therefore, raise an important question: how can we convince donors and policy-makers and 
national leaders of the importance of investing in comprehensive primary health care as one important strategy 
for achieving Millennium Development Goal 4, reducing under-5 mortality by two-thirds by the year 2015? The 
evidence from our review suggests that the common factors of the four programs, including the J amkhed CRHP, 
should be developed on a large-scale basis. The evidence from HAS in Haiti and from SEARCH suggests that 
this is feasible financially and is highly cost-effective. We need more evidence on this from the other sites as 


well. 
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eristics of Four Successful Longer-Term Programs for Improving Child Health 


Table 2: Common Charact 


c ti Matlab HAS Jamkhed SEARCH 
haracteristic 


100,000 150,000 300,000 80,000 


Year established 

Size of population of catchment area 
Comprehensive array of child health services 
provided 
Comprehensive array of maternal, reproductive 
health, and family planning services provided 


Community-based tuberculosis programs iin: ecb leanne 


Yes 


~< “ 
g 


o 
” 


4 
fo) 


Community-based HIV/AIDS programs 


General curative services 

Surgical and/or other hospital inpatient services 
Rehabilitative services? Yes 
Community health workers an integral part of 
the program 


i 
o 
2) 


=< 
oO 
7) 


” 

g 
© 
3 
(TQ 


Very strong 


Yes 


“< 
& 


nd 
a 


How strong is the training and support of com- 

munity-based workers? Very strong Fairly stron 

Does routine systematic home visitation of all 

houses take place? Yes Yes 

Are essential services for improving child health 

provided in the home? Yes Yes 

How strong is the referral system to higher lev- 

els of care and fixed facilities, including hospi- 

tals Very strong Very strong Very strong Very strong 
How strong is the partnership between the pro- 

gram and the community? Fairly strong Fairly strong Very strong Very strong 
How strong is the level of trust of the commu- 

nity in the program? Very strong Very strong Very strong Very strong 
Does the program have a record of maintaining 
supplies and drugs? Yes Yes Yes 
Yes Yes 


Does the program have a record of treating pa- 
tients and clients with a high level of respect? 


Notes: 


a. Although the Jamkhed CHWs do not receive a salary, they do receive special training and access to 
credit to enable them to become economically self-sufficient through their own income-generating 
activities. 


b. The J amkhed CHWs are in frequent contact with everyone in the community even though they do not 
have a systematic process for visiting each home ona fixed schedule. 


118 


Conclusions 


References 


1. Aziz KMA and Mosley H. The History, Methodology, and Main Findings,of the Matlab Project in 
Bangladesh. In Das Gupta M, Aaby P, Garenne M, Pison G (eds.), Prospective community studies in 


developing countries. International studies in demography. 1997, Oxford, England: Oxford University 
Press, pp.28-53. 


2. Fauveau V (ed.). Matlab: Women, Children and Health. 1994, Dhaka, Bangladesh: International Centre 
for Diarrhoeal Disease Research, Bangladesh. 


3. Mostafa G, Ajmed K, Shaikh MAK, van Ginneken JH, Sarder AM. 1996. Demographic Surveillance 
System— Matlab. Volume 27. Registration of Vital Events — 1995. Dhaka: ICDDR,B. 


4. Mostafa G, Rahman MM. 2007. Demographic Surveillance System — Matlab. Volume 39. Registration of 
Health and Demographic Events — 2005. Dhaka: ICDDR,B. 


5. Berggren WL, D.C. Ewbank, and G.G. Berggren, Reduction of mortality in rural Haiti through a 
primary- health-care program. N Engl J Med, 1981. 304(22): p. 1324-30. 


6. Perry H, Cayemittes M, Philippe F, Dowell D, Dortonne JR, Menager H, et al., Reducing under-five 
mortality through Hopital Albert Schweitzer's integrated system in Haiti. Health Policy Plan, 2006. 
21(3): p. 217-30. 


7. Perry H, Berggren W, Berggren G, Dowell D, Menager H, Bottex E, et al., Long-term reductions in 
mortality among children under age 5 in rural Haiti: effects of a comprehensive health system in an 
impoverished setting. Am J Public Health, 2007. 97(2): p. 240-6. 


8. Perry H, Berggren W, Berggren G, Dowell D, Menager H, Bottex E, et al., Long-term reductions in 
mortality among children under age 5 in rural Haiti: effects of a comprehensive health system in an 
impoverished setting. Am J Public Health, 2007. 97(2): p. 240-6. 


9. Perry H, Northrup R, Bryant J, Berggren W, Berggren G. The cost-effectiveness of a long-term 
comprehensive primary health care program in reducing under-5 mortality: findings from rural Haiti 


(manuscript submitted for publication, 2008). 


10. Arole M, Arole.R, Jamkhed — A Comprehensive Rural Health Project. 1994, London: MacMillan Press, 
Ltd. 


17. 


20. 


2 


— 


2 


NR 


23. 


24. 


; www.,jamkhed.org 


 http://www.nfhsindi a.org/pdt/ 


_AroleM, Arole R.Ac 


impact.shtml, accessed 18 March 2008. 


. 


MH.pdf, accessed 10 June 2008. 


Newell KW (ed.). 1975. Health by the People. Geneva: World Health Organization. 


omprehensive rural health project in Jamkhed (India). In Newell K W (ed.), Health 


by the People. 1975.Geneva: World Health Organization, pp. 70-90. 


McCord C, Premkumar R, Arole S, Arole R. Efficient and effective emergency obstetric care in a rural 
Indian community where most deliveries are at home. Int J Gynaecol Obstet. 2001:297-307. 


Arole M. 2002. The Comprehensive Rural Health Project in Jamkhed, India. In, Rohde J. and Wyon J. 
(eds.). 2002. Community-Based Health Care: Lessons from Bangladesh to Boston. Boston: 


Management Sciences for Health, pp. 47-60. 


Arole M, Arole R. Jamkhed, India: The Evolution of a World Training Center. In Taylor-Ide D and 
Taylor CE. 2002. Just and Lasting Change: When Communities Own Their Futures. Baltimore: Johns 


Hopkins University Press, pp. 150-160. 


Arole R., Fuller B., and Deutschman P. 2005. Community development as a strategy for mental health 
promotion: lessons from a low-income country. In, Department of Mental Health and Substance Abuse, 
WHO (ed.), Promoting Mental Health: Concepts, Emerging Evidence, and Practice: A Report of the 


World Health Organization, Department of Mental Health and Substance Abuse in Collaboration with 


the Victorian Health Promotion Foundation and the University of Melbourne. Geneva: World Health 
Organization, pp. 53-55. 


. PBoone, personal communication, 2007. 


Bang AT and R.A. Bang, Background of the field trial of home-based neonatal care in Gadchiroli, India. 
J Perinatol, 2005.25 Suppl 1: p. S3-10. 


. Kielmann AA, Taylor CE, DeSweemer C, Parker RL, Chernichovsky D, Reinke WA, et al. (eds.), Child 


and Maternal Health Services in Rural India, The Narangwal Experiment: Volume 1, Integrated 


Nutrition and Health Care. Baltimore, MD: The Johns Hopkins University Press, 1983. 


. Taylor CE, R.S.S. Sarma, R.L. Parker, W.A. Reinke, R. Farugee. Child and Maternal Health Services in 


Rural India: The Narangwal Experiment. Volume 2. Integrated Family Planning and Health Care. 
Baltimore, MD: The Johns Hopkins University Press, 1983. 


Bang AT, et al., Neonatal and infant mortality in the ten years (1993 to 2003) of the Gadchiroli field trial: 
effect of home-based neonatal care. J Perinatol, 2005.25 Suppl 1: p. S92-107. 


http://www.countdown2015mnch.or /documents/2008report/2008Countdown2015fullreport.pdf 
(accessed 28 April 2008). 


120 


, on a 
rf. >a 


. a 


. 2 t _ tS ‘ g%a a 
ra ee Ae i ~. N = A 44ve4 owes 


Comprehensive Community - Baseq Primary Health Care 
Latin America / Carribean 


Nora Boots 


Ata time when all statistics and accounts and reports of the quality of life lived in the continent give a grim 
picture where death, malnutrition, infant/maternal mortality, the increase in infectious diseases ott. 
and unemployment are on the rise, the light of hope that something can be done through someninliaeee 
primary health care to improve quality of life is indeed GOOD NEWS. 


In 1990 at a consultation on "Health for All" in La Paz, Bolivia sponsored by the Council of Evangelical 
Methodist Churches in Latin America and the Caribbean (CIEMAL), and the General Board of Global 
Ministries (World Division and Health and Welfare Program Department) most of the participants present 
became aware of the vision and possibilities of community-based primary health care. 


The concepts of primary health introduced were: 


@ education about the principles of health problems and prevention methods; 

@ the development of food supplies, adequate drinking water and basic sanitation; 

@ participation of the health sectors and other sectors affiliated with national and community 
development; 

e self-responsibility and participation of the community and individuals in planning, organizing, 
implementation and control of primary health care; 

@ local planning, health care personnel, workers in the community and persons practicing 
traditional medicine; 

@ primary health care must be based on empowering women and the family. 


These are an indication that health and development go together and that they are two sides of the same coin. 
The Alma Ata Conference on health in 1979 made the following statement: 


The Conference strongly reaffirms that health, which is a state of complete physical, mental, and social well- 
being, and not merely the absence of disease or infirmity, is a fundamental human right and that the attainment of 
the highest possible level of health is a most important world-wide social goal whose realization 


requires the action of many other social and economic sectors in addition to the health sector. | 
After the 1990 consultation on "Health for All" a significant process for planning and implementing a 
Comprehensive Community-Based Primary Health Care Program was put into practice. 


At the request of CIEMAL, Dr. Mabelle Arole and Nora Boots visited non governmental organizations in 
Venezuela, Colombia, Bolivia, Brazil, Panama, Nicaragua and Guatemala as recommended by ee z Ya 
visits had the purpose of making contacts and establishing the possibilities of initiating programs 0 


(Comprehensive Community Based Primary Health Project). 
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named to the responsibility of program coordinator for the program in 


In 1993 Nora Quiroga Boots was 
Latin America and the C aribbean. 


‘bility of initiating pilot projects in these countries was established, the process of training 
aaa eee First, community based personnel were trained in Jamkhed, India in November of 
ty based persons was to motivate the communities to initiate such 
lected and trained for 2 weeks. 


personnel was initiated. | 
1993. The objective of training communi 
programs. Key leaders of each community were se 


aff to support community based persons in other efforts to initiate 


The second step was to train professional st 3 : 
d by the communities were trained in Jamkhed for a period 


the programs. For this purpose, professionals selecte 


of 3 months in 1994. 


After the training events the communities and the professionals prepared their plan of action to initiate the 


projects with the approval of their churches or organizations. 


Some examples of the projects are: 


e@ Guatemala: rural - comprehensive primary health care 
e Colombia: urban - sanitation, environmental improvement and child care 
e Venezuela: urban - sanitation, water, income production, primary health care for women and 
children 
e Brazil: urban and rural - primary health care and nutrition for women and children 
e Bolivia: urban and rural - community development, _ primary health care, education, income 
generating and child-feeding programs 
e@ Nicaragua: urban and rural - primary health care - emphasis in child leprosy care and nutrition 
programs 
To support these actions the project continued to train community based persons in Jamkhed and in Latin 
America. At the same time periodic visits were made by the coordinator, Nora Quiroga Boots and the Director 
of the Training Center in Jamkhed, Dr. Raj Arole. Similarly yearly meetings of all coordinators of all projects 
were established to evaluate and plan the continuation of the pilot projects. 


By the second year of the initiation of the pilot projects, the coordinator (Nora Quiroga Boots) begun to 
make contacts with other organizations such as: Andean Rural Health, Bolivia; CLAI COVIFAC (Centro de 
Orientation para la Vida Familiar y Comunitaria,Argentina, FEPADE (Fundacion Ecumenica para el 
Desarrollo), Bolivia, CNMP (Centro Nordestino de Medicina Popular, Brazil; CCD (Comision Cristiana de 
Desarrollo, Honduras); Medicos por el Derecho a la Salud, Salvador; FASIC (Fundacion de Ayuda Social de las 
Iglesias Cristianas) Chile, CEC (Concejo Ecumenico de Cuba), Cuba; EPES, Educacion Popular en Salud, 
Chile; CEDEC (Centro de Desarrollo Comunitario) Chile; CCC, Barbados; ISER (Higher Institute for the Study 
of Religion), Brazil; MAP Internacional, Bolivia; fundacién Guatemalteca para el Desarrollo ACarrol 


Belinorst, Chimaltenango, Guatemala; Victimas de la Guerra, Nicaragua; CAV-Centro pro-mujer, San 
Francisco Libre, Nicaragua, and others. 


For many years some of these organization have continued to work together in training events. Many 


leaders of these organizations were eager to work together and join in efforts in establishing CCBPHC training 
events in the region. 
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During this event the plan of action to do training in Latin 


The implementation of the Training Institute has resulted i 
1. Establishment of pilot projects in 10 countries: Bolivia, Brazil, Colombia, Guatemala Guyana 
Nicaragua, Venezuela, and in formation in Belize, Cuba and Panama. In many countries such as Brazil, 


Chile, Peru, Ecuador and Uruguay existing projects of development and health have been strengthened 
with the concepts of CCBPHC. 


2. From 1993 to 1998, 109 participants were trained in J amkhed. 

3. In the first year (1999) of implementing training events in 4 regions in Latin America(Honduras, 
Bolivia, Brazil South and Brazil North), 169 persons were trained. 

4. The evaluations of these training events indicated the desire to rapidly multiply the efforts. Participants 
were greatly impacted and requested the presence of the training teams in their own communities. 


nthe following: 


The 25 PROFESSIONAL VOLUNTEERS (DOCTORS, NURSES, PSYCHOLOGISTS, 
NUTRITIONISTS, EDUCATORS, PLANNERS, SOCIOLOGISTS, DEVELOPERS), responded with 
enthusiasm and formed groups of 4 or 5 professionals to go to each country and with the coordinators implement 
local training events. This plan resulted in 12 training events in 9 countries (in Brazil 4 training events); 500 
people were trained in one year. 


Each one of these 500 trained leaders had an impact in about 30 families of an average of 5 members per 
family with a TOTAL OF 75,000 PEOPLE IMPACTED. 


The need and rapid growth of the project challenged the professional facilitators to develop a manual 
for training in order to continue local training events. 


This manual is dedicated to the memory of Dr. Mabel Arole and in honor of Dr. Raj Arole for their 
commitment to create communities of life in India and other parts of the world, such as Latin America 
and the Caribbean. 


The vision of the manual is: To assist a greater number of base communities to develop and maintain 
integrated and self sustaining health programmes. 


As the project was developed in Latin America and the Carribean it became clear that four principal sectors 
in training needed to be developed: 1) motivation; 2) personal growth; 3) skill development according to the 
needs of the communities and 4) plan for implementation and evaluation. 


With this manual on hand in 2001, 36 country and 15 regional facilitators met for 10 ane of Hee, 
to continue projects already established in each community of the region and cmaiieann aueechenitad oe 
All participants had already participated in at least one of the motivation training ibe sos eneiieek ate 
pilot project community. The 10 week training experience was designed to prepar 
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preparing health promoters in the continent. 


s field training events. Participants could experience the changes taking 
learned in Jamkhed, these communities were the instruments of 
programs to other communities. 


The pilot projects have served a 
place in these communities. As it was 
motivation and outreach of comprehensive health 


As anticipated, besides continuing the work with the pilot projects, NEW AREAS OF INVOLVEMENT 


WERE DEVELOPED. These are: 


ARGENTINA: . . 2 
One new project was started in one of the suburbs of Buenos Aires and two existing projects in Provincia 


Santa Fe y Provincia Chaco were strengthened by the program. 


BOLIVIA: 
Three existing projects were supported: 


1. EMMANUEL COMMUNITY CENTER (Cochabamba) with the following programs: 


Income generation programs for women 


e Children’s educational programs: pre-school and school age 
e Nutritional programs 

@ Medical and dental support 

e@ Vocational training 

a 

° 


Health promoters 


2. CHIMBOATA, CAPINOTA (FEPADE) 
The elimination of CHAGAS disease, family planning, women’s health, children’s health, nutrition, 
water supply, improvement of agricultural production and income generation. And now there are 5 new 
communities in Capinota working in similar programs. 


3. ANDEAN RURALHEALTH 
They were basically a curative organization. Working together with them it has been changed to a more 
comprehensive community based health care. 


Besides these specific projects the Bolivian NGOs have implemented the program in three major areas 
ofthe country: Altiplano, Lago and Oriente. 


BRAZIL: 


l. Comprehensive community - based primary health care, Porto Velho. The project has expanded to new 
areas with the following priorities: 


@ School activities, pedagogical games, musical education, and personal hygiene. 


@ Professional courses that have helped the families to generate income. 
@ Lectures about important issues for the community. 
* 


Oral and health care programs to check the weight and development of the children 
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Out of this pilot project 3 new Projects in new areas, ‘! Manaus have been initiated 
eS c c \ ay een inl la ec : 
2. Comprehensive community - based primary health care, Recife 


* Health promoters. 

° Education for diabetes, women’s health, AIDS, STD and children’s illnesses 

e Mother - child care 

* Income generation programs such as embroidery, sewing Education programs for adolescents 


After the training event in Cochabamba in 2001, anew 
living with AIDS in Recife, Brazil. 


CUBA 


program initiative began with homeless people 


We have had significant participation and cooperation with the Ecume 
have invited us on many occasions to go to Cuba to have Joint workshops 


GUATEMALA: 


nical Medical Commission. They 


The program was started with a project in Chichicastenango. They are now working in new areas: Contala, 
Patulup 


NICARAGUA: 


The program was started with the one NGO. We are now working in 3 different places in Managua and also 
inrural areas 


MARACAIBO, VENEZUELA: 


It is a very comprehensive program. Children, Youth, Women. They are now working in 3 communities in 
Maracaibo and also in San Carlos. . 


MEXICO: 


We were able to have a training EVENT IN GHTE Colonias and Rio Bravo, near the border with the United 
States. 


URUGUAY: 
Eluzinete Garcia as present coordinator, has been invited to participate in different training events. 
IN THE CARIBBEAN: GUYANA 


The project started with 2 programs: one NGO in Capoey and Rupununi. These are extremely poor 
indigenous communities. After our training event in Guyana 4 new rural areas have started new work 


These are examples of the growth and impact that the programs have had in Latin America and the 


Caribbean. 


Quiche. Participants have represented many professional areas: far 
students, teachers, home makers, medical professionals and alternativ 
has impacted persons of different cultural backgrounds: Guaym1, Cunas, 
Amerindians, Caiwoas, Quiches, Mestizos, Afro Americans, and Angl 


The work has been done in at least 6 languages: Spanish, English, Portuguese, Quechua, Aymara and 
rmers, educators, pastors, social workers, 


e medicine practitioners. The program 
Mapuches, Aymaras, Quechuas, 


o Americans. 


in Africa. Pro- 
The Latin American project has also made an effort to work in cooperation with programs 1n 
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fessional members of the Health team have participated in different training events in Liberia, Mozambique 


and Angola 
fferent stages of development in the continent. In 2002 Eluzinete Garcia was 


The project continues in di 
es to develop the program with enthusiasm. In 2007 Dr. Eduardo Campana was 


named coordinator and continu 2 
added to the staff of CIEMAL to work with the project, and particularly respond to the needs of control of HIV; 
and together with Eluzinete Garcia they continue to strengthen the CCBPHCP in the region. 


In summary, those of us who have been involved in the Comprehensive Community Based Health programs 
in Latin American and the Caribbean wish to express our profound gratitude to Drs. Mabel and Raj Arole and the 
entire community of Jamkhed for the inspiration, training, encouragement and support that they have provided 
for our region of the world through the Comprehensive Health Project of Jamkhed. Their love and commitment 
to work with the most marginalized groups of society has indeed been an example and challenge. 
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Going to scale 


_ Dr. Daniel Taylor 
President, Future Generations 


Going to Scale—the Theory 


In Seed-Scale, going to scale means introducing an improving life so social momentum, in the memorable 
phrase of W.W. Rostow, “takes off’. Small and scattered successes grow such that a better life seems now to be 
almost self-assembling. The process of going to scale becomes its own driving force, expanding, but also 
adapting as it grows so it is more effective. The customary use of going to scale means an expansion in numbers. 
Going to scale, though, as Seed-Scale uses the term, unfolds in multiple modes: growth in size, quality, and 
permanence; the change is not just an expansion of numbers, but also the nature of the change that is underway 
as well as in its sustainability. 


In general, two dynamics are involved: expansion in numbers and expansion in qualitative impact. Seed- 
Scale contends that for either dynamic to be sustained, each must link with the other in a symbiotic process. 
Growth numbers and growth in quality are parallel dynamics that are mutually reinforcing. They do this via the 
three-way partnership: Top-down enabling framework of policies, financing, and information access; Outside- 
in expertise in guidance of the process; Bottom-up community engagement with change. 


Today more and more people expect an ever-rising quality of life and are willing to go to great lengths to 
achieve it. As they achieve gains, they aspire higher. Whether termed the “dialectic of desire” by philosophers or 
the “revolution of rising expectations” by development professionals, the concept is much the same - each 
desire satisfied leads to more desire, making ultimate satisfaction impossible. Some might argue that such 
aspirations are bad because they just drive up consumption (and rising consumption is the root of many 
problems), but this desire for a steadily-rising quality of life can be turned into a positive and synergetic dynamic 
that empowers a larger prosperity. Rising aspirations can create a feedback loop. As a few people experience 
modest improvement, awareness that this is an option becomes “the seed” that encourages further action. 
Recognizing the success of some makes larger numbers of people join - as happened in Palin when other 
communities recognized the benefits of social action. Meanwhile, those already engaged expand initiatives in 
hope of further benefits. As more people join, options for a rising quality of life expand, which in turn 
encourages more people to join. This co-constitutive process is the basis of “going to scale”. 


Efforts to go to scale are usually framed, as noted, only in terms of increasing numbers. In so doing these 
efforts lose the potential to create recursive synergism, and the synergism of the two dynamics that creates the 
self-generating energy. With simple numerical expansion, rising numbers extend one pattern (and perhaps even 
to an erosion of quality) as replication goes forward. But if a feedback loop 1s created between risin g quality and 
quantity, then growth accelerates both aspects. Action breeds aspirations, more action follows, aspirations rise 
further, and the revolution of rising expectations becomes the engine of social empowerment. 


This way of conceptualizing the revolution of rising expectations is not a geet a ene iD a be told to 
do; nor is it something that can be given, bought, or coerced by government or mot scram age Sp 
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from c ae when conditions are present, and, as it fits each community, it creates increased local 
rom communities fien may become more efficient through using resources 1n new ways. The result is 
ae “developed, and always developing,” a state of constant peceunns; Indeed, the 
frequent stated duality of “developed” and “developing” worlds is rendered a 


ownership. Such chan 
the process defined earlier as 
promise implied in the now 
chimera by the process described above. 


Going to Scale - The J amkhed way 


India has an ancient history of people helping those in need. Contributions by these usually selfless saints are 
documented in the legends of the land. But there is a problem - most of these splendid examples of caring for 
others never went to scale. Some people certainly benefited, maybe even thousands of people, but positive 
impact has usually been limited to the place such wonderful people worked. 


Such might have been the story of Jamkhed. As we all know, Raj and Mabelle came to Jamkhed, gave deeply 
of themselves, and the land and the people blossomed. A land where people once were trapped with disease and 
poverty now have options. And, as the long line every day into the hospital clearly proves, in the buildings that 
this family - for the Arole’s are a family (in so many ways) that welcomes others to join them and then treats the 
newcomer as family - these long lines of people who walk in with pain walk out healed. This story of a land 
turned green, of villages that now have prosperity and much less disease, and of a hospital that cares for 
everyone - this would have been a wonder-filled wonderful story in and of itself, fully fitting to take it place 
among the great stories of compassion in India. 


But the Jamkhed story is much larger. Jamkhed, and the leadership given to the place that saw such 
transformation in its land, people, and hospital, has gone to scale. Let us learn from that going to scale. What 
does it mean to go to scale? 


First, it is important to clear up a central misunderstanding, going to scale does not only mean getting bigger, 
reaching more people. This narrow understanding of going to scale is half of the term. Jamkhed did indeed go to 
such numerical scale when it went from this once - isolated village in India to advise and train other states of 
India, when the center opened and brought students to Jamkhed from more than thirty countries of the world, 
when Raj began teaching the staff of the Indian Administrative Service, when Mabelle became a senior staff 
person for UNICEF and taught people all over the world. Yes, this is going to scale in size - but, as I note, that is 
only half of what is going to scale means. 


So, now we come to the second aspect of going to scale - the expansion in the quality of life. For there are two 
dynamics in true going to scale: growth in numbers and growth in quality of life. The two work in synergism: as 
the quality of life improves for some people, that causes other people to join; more people participating (if done 
in the collaborative manner that the Arole’s teach) causes experimentation and leadership and this causes the 
quality of life that the Arole’s introduced to be improved (other people are making the Arole’s’ ideas better) and 
that growth in quality of life causes more people to join. On grows this process, growing as it goes. When done in 


anon - controlling manner that allows people to take ownership, there is a symbiosis between quality of life and 
the quantity to which it expands. 


Look at the history of Jamkhed. Change began with the hospital. People learned to trust this couple from outside. 
The quality of their lives improved a little; some pain went away. Then, building on that trust, the Arole’s taught 
people how to prevent their diseases and that caused real improvement in their lives. More people adopted these 
new practices. Soon the quantitative expansion had extended to whole villages. Then what was being taught 
changed - no longer was it just icalth, but now the social determinants of health, caste, su- 
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erstitions, cl iness. j ; 
P eantiness, involving women in leadership, the list of change indeed long. Fund: tal 
improvements were growing in the quality of peo een EAEOEG 100g, FURERIIONS 


le’ Pps . ey 
process, so once again the numerical growth of nd mn ©s. this caused whole villages now to start to join the 
oF quantity was happening. As whole villages grew, then it was 


pee” Siar shaping the whole landscape; so small retaining dams were built that put water back into the 


land, trees and grasses were planted, and the qual; life ¢ 
i xc ; quality of life for t ai obtains 
improvement. or the whole of Jamkhed District showed 


Going to scale, though, is not limited just to this symbiotic relationship of growth in numbers and growth in 


quality of life. There is a third element: the Top-down. The Arole’s had come into Jamkhed as Outsiders. As 
Outsiders they prompted Bottom-up growth by the people (as has been noted above). The Outsiders had led in 
getting the people to lead a Bottom-up movement. (Gandhiji also did this - where he got the people of India 


moving, and they were moving for much more than freedom but also fora quality of life that included removing 
castism, leprosy, poverty.) 


But then what happened with the Jamkhed story? We all know what happened. The Jamkhed story came to 
the attention of the Government of Maharashtra - and then from the state level it went to the national and from 
the impact of the quality of life that was told by the story of the changed life of woman who once was a poor 
widow came as a role in shaping an amendment to the national constitution. Panchayati Raj - consider the 
meaning of those words; for this is another way of expressing the same idea that I am here describing. 


Look what happened: quality of life went symbiotically with expanding quantity of impact (from the life of 
one woman to village) but then this combined impact of the Bottom-up then engaged with Top-down forces 
from the levels of state to nation. How did that occur? It was by the role of the Outside-in - for throughout this 
partnership the role of the Arole’s rolled on. 


One of the most distinctive features about this type of participatory, multiple aspect, going to scale comes in 
the way that its impact can be measured. This type of going to scale (what to me is true going to scale) is 
measured by fundamental changes by people in their behaviours. Simplistic going to scale of the linear kind as 
numbers only expand is measured by the extension of one variable, let us say immunizations which of course 
will also have a measurable impact in child deaths and therefore is indeed an important contribution. But there is 
so often a problem with this type of linear going to scale: how to sustain the scale? How to keep the levels of 
immunization up at the needed high level (to hold with the same example). Going to scale may have indeed gone 
to scale - but can it stay there? This is the great question with conventional scale thinking. But the answer to that 
comes with true going to scale - for in that the feedback loop of synergistic quantitative expansion with 
qualitative change has changed behaviours. And in changed behaviours it means that fundamental dynamics in 
the society have changed. 


Proof of the Jamkhed scaling up, that it is this profound change in the lives of so many people in such 
transformative ways, can be gathered by a walk and talk through the villages of Jamkhed. The people will tell 
you not only about what happened in their lives; they will also proudly tell you how other peoples’ lives have 
changed. The Arole’s have taught the world how to go to scale. 


Build from success - this was the initiation from the Outside into village lives. 
See the impact in improved lives. 

Watch other lives join the process. 

The growth in social momentum causes the Top-down to change. 


: whe fia: mbers. 
Anenabling social / political environment is created, mobilizing much greater nu 
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What has been started 1s now 4 self-assembling momentum. 


Thank you for showing the way! 


a 


Primar Health Care - A movement 


——SSMYVSESEC EEL 


The Process 


Mabelle and Raj Arole 
Society for Comprehensive Rural Health Projects in India, Jamkhed 


The Comprehensive Rural Health Project ( CRHP) was the 
outcome of the experiences 


of Raj and Mabelle Arole, and the project plan was developed 
based on this background 


CRHP 
and as part of their public health training. jamkhed@ors 


The Proposed Project Plan 

The goal was to develop a health programme relevant to the needs and resources of a specific rural area. 
The objectives to be achieved in five years included: 

@ Reducing infant mortality rate by 50%. 

@ Reducing maternal morbidity and mortality. . 

@ Reducing the crude birth rate by at least 10 points. 

@ Bringing under control chronic diseases (leprosy and tuberculosis). 

@ Providing basic curative care, including emergencies. 

In order to achieve these objectives, the following strategies were developed: 

@ Community participation. 

@ Delegation of responsibility to lesser - trained people, such as auxiliary nurse and paramedical workers. 
@ Integration of promotive, preventive and curative services. 

e@ Amulti- sector approach which would address the basic cause of ill health. 


Some of the interventions planned were: health promotion through health education, Ey ae 
antenatal care, complementary infant feeding, ensuring safe delivery, family planning phe i é ar ‘ ¢ 
centre for curative services. The emphasis was on preventive and promotive programmes, an saiaiies *¢ 
time would be allocated to such programmes, and relatively less time was to be spent on curative services, whic 


supported these specific preventive programmes. 
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Jamkhed 

‘1 1970 in Jamkhed, a community development block in Ahmednagar district of 
inity participation was considered as one of the more important strategies. This led 
leaders showed interest in improving the health of the community in 
he health programme. Village leaders from Jamkhed invited us to 


The project was started 


Maharashtra, India. Commt | 
to a selection of a place where community 


their area and were willing to participate in t 
set up a health programme. 


They showed their keenness by providing us with three rooms, which were originally a veterinary 
dispensary right in the middle of the cattle market, and a couple of sheds for clinic and inpatient care. They also 
provided housing for 15-20 staff that were going to accompany us (housing is difficult in rural areas). 


Other factors taken into consideration were: 
e itwas one of the poorest blocks in the region; 
@ government health services were inadequate; 
@ there wereno NGOs working in the area. 


We wanted to work in a poor area where there was little possibility of change of development in the next few 
years. Jamkhed met these criteria. 


Jamkhed is a semi-arid region, which has scarce water resources. Failure of the annual monsoon rain is 
frequent, leading to scarcity of even drinking water at ttmes. The main occupation is rain-fed agriculture, often 
resulting in poor harvest. A strong and rigid caste system, with women relegated to a secondary position, 
existed. Hardly any adult woman was literate, and literacy among men too was low. Due to the frequent 
droughts, many families migrated seasonally to work in the sugar factories in the better areas of the state. 


Modern health services were little or non-existent. The disease pattern was the same as in other poor 
developing countries -- malnutrition, diarrhoeal diseases including cholera, typhoid, frequent acute respiratory 
infections, tetanus, malaria, anaemia, and chronic infectious diseases, such as tuberculosis and leprosy. 


Acceptance 


From the very beginning, meetings were held with the village leaders to discuss their health needs and how 
they could participate effectively. We also shared with them that our emphasis would be on preventing 
diseases, and curative services would support the preventive programmes. The elite, who were also decision- 
makers in the villages, wanted us to build a multi-speciality hospital as soon as possible. They could not 
comprehend our enthusiasm for health prevention and promotion. They misunderstood us and felt that we were 


not competent doctors. Such whispers eventually came to us, and we realised the necessity of gaining 
credibility as competent doctors. 


: tah set aside our original plans and responded to their felt needs by concentrating on curative services. We 
ad to face many challenges, such as dealing with a woman having ruptured uterus, medical and surgical 
emergencies, and fractures. We were also able to cure many tetanus patients whom the village people believed 


would never survive. We soon gained the confidence of the people, and the curative services became the 
springboard through which we could carry out various health activities. 
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Equity —The Poor 


Gaining the confidence of village leaders was 
not enough. We had to be acc 
ae cepted by poo le. Poor 
people look at outsiders with suspicion and distrust because in their experience ie nhs Betis Lite 
them. The opportunity came when there was a drough 0 Seer er aneae ee 


t and poor people had no access inki 
: ' jai” re’ } 
The village leaders insisted that the tube wells be constructed in Auli priya bam be yichicby' one 
caste people would not have access to water. We hada dilemma. We were invited by villians leaders fe aaa the 


hand, and on the other hand, our concern was for equity — justice to the poor. We could not afford to displease 
the village leaders. 


We got around the problem by inviting a water diviner who was also a geologist and had a sixth sense to 
detect underground water. We instructed him to walk around the whole village, including the areas where poor 


people live, to ultimately choose a spot there. The poor people realised the risk we had taken in responding to 
their need, so we were finally accepted by them. 


As we gained the trust of the poorer sections of the community, we learnt more about their needs. We 
discovered that poor people were not interested in a multi-speciality hospital; in fact, health was not at all a 
priority for them. For them, who were struggling to survive, food and water were more important than illness, 
which was a temporary annoyance that occurred from time to time. From the health point of view, safe drinking 
water and adequate nutritious food were certainly important necessities for achieving good health. These were 
areas where poor people’s felt needs coincided with our objective of reduction in waterbome disease and 
malnutrition. 


Organising the Community 


The first step was to bring people together so that they could be involved in the programmes that we could 
develop together. It was not easy to bring people together for community action. Through contacts with 
patients, a deeper understanding was gained of the village structure -- different village political, caste and 
religious groups -- and leaders whom people trusted. The socially minded people in each group were identified. 
It became apparent that Indian villages do not have homogenous communities, but are made up of factions who 
neither socialise nor work together. 


In order to bring people together, volleyball games were organised. This game attracted many people from 
the village. It became a platform for informal discussions on the problems in the village. These informal 
gatherings soon led to the formation of Farmers’ Club (FC), through which programmes could be carried out. 
These clubs were organised around the men’s self-interest to have more income and to increase food production 
—a Stated priority for poor people. 


Though we did not have the expertise, we arranged for experts to share information on better methods of 
farming and animal husbandry. Food-for-work programmes were started and provided jobs to those in need. 
This work consisted of long-term improvement of land, including levelling, terracing, and constructing small 
earthen barriers to check erosion and run off of water. Poor people were, for the first time, given opportu-nities 
to be involved in the decision making of who should benefit and whose land should be improved. 


Community Participation 


The Farmers’ Club (FC) gradually became the forum through which health programmes could be devel- 
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e health problems in their own village. Health staff along witha 
bers conducted a house-to-house health survey, and they were taught to analyse the 
he village people to understand the nature and extent of ill health in their 
FCs were provided with health information as to the cause of identified 
diseases. The people for the first time learnt that most diseases in the village were mainly related - cra 
drinking water, poor sanitation, and lack of food, but not due to divine curse. The FC members realised that 
many practices were due to lack of scientific knowledge. This led to poor caring practices of women and 
children. There were also serious problems with disposal of waste and human excreta, which in turn were 


related to the caste system. Some of these problems needed community action. 


oped. The first step was to build awareness of th 


few Farmers’ Club mem 
collected data. This process enabled t 
own village. Based on the findings, the 


Despite their poverty, there were some problems they could solve as a community. They constructed 
underground soak pits for drainage of the waste water from the houses. This resulted in elimination of puddles 
and stagnant water on the streets, where mosqui-toes and flies could breed. Since toilets are expensive to 
construct and water was scarce, people and children were encouraged to use the fields surrounding the village as 
toilets, rather than relieving themselves on the streets or around their own dwellings. 


The FC members began to understand that malnutrition was a major problem for their children. They 
organised community kitchens for providing the extra calories needed to combat malnutrition. While we were 
able to get food grains and oil for a nutrition programme, the village people also participated by contributing 
according to their ability, e.g. molasses, cereals, vegetables and firewood. They organised the cooking and 
distribution of food to those in need. The village people also learnt to monitor the growth of children by 
weighing them and maintaining the growth charts. This enabled them to see the correlation between adequate 
food and growth of the child. 


As these FC members understood the important roles mothers played in caring for their children, they 
requested us to teach women how to take care of their children. Women’s poor status in the society and their 
illiteracy resulted in many harmful practices and beliefs that needed to be changed. Up till this time women 
were not participating in any of these discussions. Men saw the importance of women’s participation in health 
of the family and the need to increase their knowledge through health education. 


Health Care in the Village 


Female Auxiliary Nurse Midwives (ANMs) were recruited to work with the village women. They were also 
trained in diagnosis and treatment of the common illnesses. In addition, male paramedical workers were 
spa work with men, in leprosy control programme, and support the ANMs in their work. These workers 
went out in teams to provide both curative and preventive services (immunisation, antenatal care [ANC], etc.). 


ANMs lived in the villages. They were fully accepted for curative services. Children were brought to the 
ie for treatment when they were ill. However, mothers did not come forward yet for immunising their 
children. Hardly 1% of the under-five children were immunised. They did not call the trained ANMs to conduct 


deliveries and also did not accept the family planning services and antenatal care. The ANM was ineffective in 
promotive and preventive care. 


The village people and Farmers’ Clubs were consulted on this issue. They recognised that it was necessary for 
village women from within the community to be trained as health educators and as change agents. They said 
that people from outside, and particularly from urban areas, could not understand their problems, their culture 
and their traditions. Inadvertently the language used and attitudes displayed an impression that 
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they were looking down at poor illiterate women. 
be more effective to bring about change in attitude 
outside. 


The vil 9 0e ne ; : ; ; 
Hage people felt a woman from their own village would 


Sand practices ac ; 
Practices, as they could trust her more than anyone from 


Village Health Workers (VHWs) 


The health team was rather sceptical as to what ext 
knowledge. They discovered that the women selected b 
life experiences and knowledge of the village and traditional practices, in addition to their ability to cope with 
difficult situations, were a learning experience to us. By demystifying 
topic in a way they could understand, the women grasped the essentials 0 
formed change agents were able to communicate with village women, as they shared life together in the village 
and knew each other well. 


In the beginning, eight women from eight villages were selected for this training. They were low-caste, 
middle-aged women and did not know how to read and write. They came to the centre once a week for training. 
The teaching was designed to first under-stand their beliefs and customs and build on what they knew. Only one 
topic was discussed during each visit, and almost 50% of the time was given to building women’s self-esteem 
and self-confidence. The women would return to their village and share what they had learnt with both the 
members of the Farmers’ Club as well as the women in their village. The following week they would come back 
with many questions that had been raised in the village. Each training session began with women sharing their 
problems faced during the previous week and finding answers to their problems. We did not move to a new topic 
till the topic under discussion was fully understood by the women. 


We discovered that within six months, marked changes had occurred in these eight villages. Most children 
were immunised, and pregnant women came forward for antenatal care. Women started accepting family 
planning services. In one village alone, 75 women came forward for tubal ligation. 


The success of these women confirmed the FC’s idea that a person selected by the community, regardless of 
his/her educational level, makes a good change agent. These women were designated as Village Health 
Workers (VHW). As the VHWs continued to come to the centre for training every week,-the FCs.suggested that 
they be taught to conduct deliveries. Later they asked that the VHWs be taught about minor illnesses such as 
coughs and colds, diarrhoea and fever. We responded to these requests and devised ways of providing 
knowledge and skills. This success with VHWs made us select and train similar workers in the rest of the 30 
villages we were working in at that time. (1975) 


The VHW is a volunteer; however, she needs to have an income to support herself. Rather than paying a 
meagre salary, the VHWs have been provided credit from banks to become self-employed. If they own land, 
they use the money to improve the land. Others have small businesses, such as selling bangles, leasing fruit 
trees, marketing vegetables or dry fish, and raising farm animals. 


Organising the Women 


As the VHWs gained knowledge, they learnt to analyse the root causes of ill health among ae ri 
children. They realised that even though women began to understand what to do, their own mere oth int ; 
home as well as in the community, made them power-less to make decisions. The bi "i CT 
support to bring about social change, both in regard to women’s status as well as the inequality brought by 
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to be careful in not raising the wrath of their husbands and mothers-in-law as they 


ue he VHWs had 
system. The frights and how they were being exploited. 


talked to the women on Issues O 
men were brought together around their interest of singing songs or of having an income 
oftheir own. Women contributed an amount of money weekly or bimonthly. The total amount collected in each 
meeting was given to one person in need. She in turn was expected to use that money to start an income 
generation activity, e.g. buying a few hens for starting a poultry business, marketing vegetables, or improving 
their farms. These women’s groups then became a platform on which the VHW could build her health activities. 


They called the groups Mahila Mandals (MMs) or women’s organisations. 


In the beginning wo 


Women also needed to share in the decision making of money spent in the family. Even though most rural 
women are the main wage earners to support the family, they have no power over what they earn and have to 
depend on their husbands and mothers-in-law. Most women are constantly in need of money to provide food for 


their families. 


Mobile Health Team 


As the VHWs became more efficient, the ANMs were withdrawn from the villages and became members of 
the mobile team, who visited the villages once a week to provide technical support to the village organisations 
and the VHWs. These teams consisted of the ANM, paramedical workers trained in leprosy control, anda social 
worker. The team responded to the problems identified by the village people, e.g. the ANM immunised the 
children, examined the high-risk pregnancies identified by the VHW, and gave appropriate advice and 
treatment. They screened those pregnant women who needed to come to the hospital for delivery. They also 
examined and treated sick patients referred by the VHW. The paramedical workers confirmed the diagnosis of 
tuberculosis or leprosy made by the VHWs and followed these patients. Those problems that could not be 
solved at the village level or by the health team were referred to health centre. 


Health Centre 


Atthe health centre, an outpatient clinic and facilities for medical, surgical and obstetrical emergencies with 
a 30-bed hospital were developed. A good referral system for more specialised care was also instituted. These 
services not only gained the confidence of people, it enabled the VHW and mobile team to have credibility. In 
addition to medical activities, the health centre is also a place for knowledge in other fields. The VHWs, Far- 
mers’ Clubs (FCs) and Mahila Mandals (MMs) regularly come to the centre for seminars and training. Thus, a 
three-tier system of health care was developed. 


(Figure | shows the organisational set-up of the programme.) 


Affordable Medical Care 


Special efforts are made to keep the cost of secondary care within the reach of people. The principles 
followed to achieve this have been developed over the years. Community leaders, FC and MM members are 
involved in planning, implementing and evaluating programmes. As far as possible, initial resources are 
generated locally, and external fund-ing is sought for capital expenditures and for seed money to initiate crucial 


programmes. Various forms of funding were discussed with the people, most of whom felt a fee for service was 
best suited to their needs. 
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A programme planning, budgeting and review sy 
the objectives such as reducing infant and maternal! mortality and 
maintenance of institutions such as hospitals or subcentres. 
health programme was not reaching the needy children, beca 
school programme was discontinued. Instead a programme o 


Sten 1d. Cos ' 
11S used. Costs are constantly reviewed in relation to 


providing basic health services, rather than 
For example: when it was found that the school 
use they were out in the fields grazing cattle, the 
ut of school was organised for these children. 

The cost of care at the secondary level is also reduced b 
with their relatives. The relatives stay with the patients 
nurse’s time is therefore utilised for purely technical 


y having minimal staff. Patients come to the hospital 
and provide all the non-technical nursing care. The 


he | services for which she is trained. The hospital outpatient 
clinic does not have primary care patients, as they are taken care of at village level. This frees the doctor to look 


after those who need his/her expertise and skills. Most paramedical workers have multiple skills, and so their 
time is well utilised; the leprosy technician is also a laboratory technician or a driver. Whareved possible 

generic medicines are prescribed. The hospi-tal is devoid of expensive hotel services. (Most of our patients do 
not have even a bed in their homes). 


External Funding 


Donations or grants as seed money to start new programmes are accepted. These pro-grammes are designed 
in such a way that either they continue without external funds or the programme is no longer needed. 


Malnutrition rates in children were over 50% when we started the program at Jam-khed. There was also 
severe drought. At that time it was impossible to mobilise full local support. Donations from relief agencies, 
such as OXFAM and CASA, provided food grains to combat malnutrition. However, from the very beginning, 
people were involved in the programme, giving what they could under the drought conditions. The nutrition 
educa-tion and community objective that no child should be malnourished resulted in reduction of malnutrition 
to less than 5%. The complementary feeding programme is no longer necessary, as more food is grown on their 
farms and in kitchen gardens. 


Seed money was also needed to start the VHW training programmes. As the training evolved, it was no 
longer necessary to have subsidised training. People under-stood and took more responsibilities for their own 
health. With economic development, primary health care programmes have become sustainable. 


Multi-Sectoral Approach 


A holistic approach to health was developed. This meant addressing the causes of poverty, especially 
among landless and marginalized families. The team as a whole also addressed the socio-economic problems 
that led to poor health. Land and water manage-ment programmes and improved agriculture were needed for 
sustainable economic development. The multi-sectoral approach led to improvement in agriculture. 
Introduction of new crops resulted in incréased food production. 


As the Farmers’ Clubs (FCs) and the Mahila Mandals (MMs) recognised the need for change, we arranged 
for experts in the field of agriculture and animal husbandry to provide know-ledge and skills to the village 
people. This understanding also led people to utilise the various development programmes naiaet by the 
government. (Often these programmes do not reach the people they are meant for.) Thr ough En eens 
FC members came to understand the benefits of water and land management and now parti-cipate and avail 
themselves of the benefits that these development programmes offer. 
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The denudation of forests had led to the lack of fuel and land erosion. Women saw the need for growing plant 


nurseries with the aid of the Dep 


ar Results — Changes in the Community and in the Project 


artment of Social Forestry. 


Five-Ye 
Atthe end of five years, each village hada trained VHW, an active Farmers’ Club and a Mahila Mandal. The 
rationalisation of strategies of community participation through these groups and VHWs, the integration of 
and the multi-sectoral approach took over five years to evolve. In these first 


d been achieved in the health of women and children. 


ope 
preventive and curative services, 
five years, remarkable success ha 


e The infant mortality at the beginning of the programme was over 176 per 1,000 live births; by 1976 it 


was 52. 
e Where less than 1% children had been immunised, over 80% children in the project villages now were 
immunised. 


e Knowledge, attitude and practice with regard to health showed positive trends, as feeding practices of 
children and mothers had changed, resulting in a decrease in malnourished children. 


e Acceptance of family planning was taking root. 
(Tables 1 and 2 show the results of the surveys and change over time.) 


The constant review and meetings with people in the community led to changes in the original plan. We had 
planned to have ANMs provide health care at the village level; the village people felt otherwise. Taking their 
advice resulted in training village women in the communities as primary care workers. 


Our role has changed from providers to enablers and partners. 


Women — Health 


The Mahila Mandal (MM) members, as the guardians of health in the family, were eager to gain more 
knowledge about health. They attended the VHW training classes and started taking more and more 
responsibility for health of a family and the village as a whole. According to their interests, women became 
responsible for the health of their section of the village. They ensured that all the children in the village were 
immunised and weighed regularly. If there was weight loss, they took steps to remedy the cause, such as family 


problems or lack of adequate food in the house. If it was the latter, they collected grains and provided necessary 
food. 


Apart from the VHW, two or three MM members in each village were trained as midwives. They learned to 
recognise complications of pregnancy and early transfer to the health centre when necessary. From time to time, 
the MMs had drives to clean up the village, particularly from allergenic weeds, and encouraged people to keep 
the village clean. They ensured that both leprosy and tuberculosis patients regularly took treatment and found 
ways of rehabilitating them. They helped them to get into the mainstream of society by recommending them for 
bank loans. Often tuberculosis patients did not get adequate food because of their inability to work. The MMs 
helped such patients get adequate food by collecting food grains from village people. They also collected 
money to contribute to the hospital if the family could not afford it. 
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Empowering Women 


As in the case of the VHWs regular traini 
’ dining programmes wer ( 
ih € held for the Mahila Mandals (MMs). 
Training was given to develop self-esteem and self-confidence and to empower women. The mcs was ~ 


and solve their Own problems. Years of subservience 


and their families. 


In succeeding years, the MM members continued to 
indirectly affected their health and development. With t 
that they were successful business-women and manag 
financial management of the home. They studied the | 
that they too could own property. They prevailed upo 
land. 


&aln more confidence to deal with issues that directly or 
he available credit facilities they proved to their families 
ed their money well. They now take an active role in the 
aws of the country pertaining to their rights and found out 
n their husbands to make them joint owners of the house or 


There are many social evils that affect women in particular. These include child marriage and the high 
dowry that the girl’s parents have to pay. Both these customs are banned by law but are widely practised. Mass 
weddings, where 10-20 couples are married at one time, are promoted by the MMs in their villages, because the 
public participation of the village people deters the early marriage and the exorbitant expenditure. 


Poor illiterate women are afraid of the government functionaries. The functionaries in turn take advantage of 
this and exploit them. Petty corruption was common. Women could not avail themselves of any of the benefits 
that the government had for them. As part of the development training, the village women were taken to all the 
government offices, and each functionary’s role was explained to them. Asa group the MMs gained strength to 
confront such issues and to a large extent curb the corruption occurring at the village level. They are now taking 
an active part in decision making and politics and get elected as officials in their own villages. All these 
activities have increased the self-confidence and self-esteem of the women. 


Women, who were once marginalized and had no hope, have now become empowered with knowledge and 
skills and have access to credit. The organisation of women around income generation activities and ready 
access to credit from banks and government programmes gave self-confidence to the women. As they became 
more confident, they started small businesses to increase their income by taking bank loans. 


Understanding of environmental issues led to women undertaking contracts with the government to provide 
saplings for large-scale afforestation programmes. They were so successful in raising trees that they received a 
first national award -- ‘Friends of Trees’. 


Self-Determination 


Each village develops at its own pace. Their interests and priorities are also different according to their 
health needs. Some villages have many leprosy patients, in which case they set their main objective as 
eradication of leprosy from the village. Not only do they address the problem in their own village, they also 
develop skits and dramas and go to other villages to talk about leprosy. In other villages, women are interested 
in maternal care and concentrate on women’s health. However, in all the villages they do address the basic 
objectives of improving the health of the people in the village. 


The Mahila Mandals (MMs) and Farmers’ Clubs (FCs) frequently come together, and share 5 oe 
experiences and take up each other’s programmes. In one village a teenage girl died of tetanus. They rea a 
that,while they had tetanus immunisation for under-five children and pregnant women, there was no program 
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e meeting and decided to immunise the teenagers and adults who were 


lag . 
: the immunisation. In due course of time, all the 


| e roups. They had a vil 
apple d money and arranged for 


likely to get tetanus. They contribute 
other villages in the project area did th 

The project began with health care providers making the decisions on what were people’s health wig 
communities became more knowledgeable and self-confident, the village people became aware of their 
responsibilities for their own health. While our objectives were only to reduce infant mortality and maternal 
mortality by half, their objective was that no child or mother should die. They are the ones who determine what 
their health needs are and demand the necessary health services from the government. Village people today are 
forging new partnerships with the government and other agencies. Many villages are no more dependent on the 


e same. 


project support. 


Sustainability 
From the very beginning the need to develop a sustainable health programme was considered essential. 
Though money and material resources are limited in areas like Jamkhed, precious human resources are 


abundantly available. 


Ordinary village people have been mobilised, trained and continually supported in technical health matters 
for their health and development. Initially seed money was required to bring together hundreds of village 
people for training and demonstration. Though they are volunteers, money was required during their initial 
training period for food and accommodation and to bring in experts to teach them. 


This long-term investment in people paid off, as VHWs and village people became more knowledgeable. 
As communities become more empowered, more and more responsibilities for primary health care is taken over 
by the people. The close support of the health team and weekly village visits are no longer necessary. 


Progress — Priorities Shift 


In the beginning when infant mortality was high, the health priorities were reduction in rate of malnutrition, 
diarrhoeal disease and acute respiratory infection. 


@Over 50% of the patients coming to the outpatient clinic were children. 

> Today around 2-3% of the attendance at the outpatient clinic are children. 

@Atall times there were 3 or 4 tetanus patients in the hospital. 

> Tetanus has disappeared. 

@ The mobile team used to visit the villages once a week. 

> Now onan average the team visits a village once a month. 

(As the morbidity in the villages reduced, it was no longer necessary to make weekly visits.) 
> Having small families has become a social norm. 

The programmes in and around Jamkhed continue to develop. New priorities have emerged. 
> Infant deaths are more often due to accidents, insect and snake bites, 


* than diarrhoeal diseases and acute respiratory infections. 
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> Attention has now shifted to health and development if iMate 
: ESCent girls. 
> Since HIV/AIDS i ial efforts ; 
| S is a threat, special efforts are made to create awareness and Aig apostle 
spreading. S and prevent this disease from 


Expanding the Movement 


As the Farmers’ Clubs (FCs) and Mahila Mandals (MMs) gained knowledge and self- 
actively shared their experiences with other villages. The project staff was involved only in developing the first 
30 villages. After this, the VHWs and members of the FCs and MMs started going to other villages to share their 
experiences. They assisted other village people to select VHWs and organise themselves into FCs and MMs. 
The VHWs themselves, having gained experience and know-ledge, assisted in training ofnew VHWs. 


confidence, they 


Soon what started as a project designed for 30 villages became a movement where village people expanded 
the programme to over 200 villages and is continuing to grow. Inthe early 1980s the VHWs, along with FC and 
MM members, visited every village in the district of Ahmednagar to select and train over 2,400 Village Health 
Guides for the government health programme in the district. In the early 1990s the MM members, with the help 
of VHWs, selected a tribal area 150 miles away from Jamkhed. In spite of different language, customs and 
culture, these women went in groups of 10-15 and stayed with the tribal family for a couple of weeks. They 
shared their own experiences. They stayed with the tribal community, selected VHWs, and trained them. They 
also formed new Mahila Mandals. 


The village people not only share their experiences with others of their own state, they also provide insights 
and training to interested programme managers and grass-roots workers from all over India. Recently an 
international training institute has been started. Village people along with the staff share their experiences with 
the trainees from various countries in Africa, Latin America, Caribbean and South East Asia. These trainees are 
initiating community-based health and development programmes in their own countries. What started as a 
small project twenty-five years ago, has now become a global movement. 


Lessons Learned 
There are many lessons that we have learnt in past 25 years. 


* People are the key actors in health. Over 80% of prevention of diseases depends on individual and 
community action. It is important to recognise that, even in conditions of poverty, sharing scientific 
knowledge, combined with the coping experience of people, can bring about positive health. 


* We professionals have to change our attitudes and need to share our knowledge in a way that poor people 
can understand and make their own choices according to their needs. The knowledge should be shared in 
such a way that people are liberated and have the ability to assess, analyse and act according to their needs 
and resources. Often our health education is oppressive and dictatorial without reference to people’s needs, 


resources and abilities. 
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eds to have flexibility. We started out with a project plan where ANMs 


* Planning health programmes ne 
he village people thought otherwise and felt that a person from their own 


were the primary care workers, but t 
community should be chosen. 

* We had planned from the very beginning to spend 70% of our time in preventive services. But in order to 
we changed this plan. Primary health care cannot stand alone; it needs the support of 


lage Health Worker’s credibility depends upon the training and support she gets 


A good referral system needs to be in place. 


prove our credibility, 
the health system. The Vil 


from doctors and nurses. 
* Health professionals need to recognise that non-medical interventions, such as safe drinking water 


sanitation, good nutrition and caring practices, have a far greater impact than what health professionals 
alone can provide. To achieve good health, it is also necessary to address socio-economic issues, like the 


status of women. 

Primary health care is an approach to health. It is a radical approach that goes beyond medicine. Its central 
theme is equity that leads to the goal ‘Health for All’. It is about processes and concrete outcomes -- be it 
medical, social or political. It is a radical shift from an individual, disease-based model, which is dictated by the 
medical profession, to one that views health from a broad perspective and where programmes and sigan are 
defined and articulated by the community. In the medical model the causes of ill- health are often looked at from 
a purely technical aspect, with little or no attention being paid to the underlying or basic causes which may b 
aka rooted in acta and economic structures. In the final analysis, primary health care is Plt 
owards equity and social justice, which ultimately leads to a m 

s , wh ovement indivi 
communities to be in control of their health and lives. Sat OT ERPS ae 
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Table 1 
Comprehensive Rural Health Project, Jamkhed, India 


Changes in Health Indicators 1971-2006 


1986} 1993 


oS a 
Pita He is A 


“Antenatal Care 
*Safe Delivery 


Family Planning 


hildren under 5 
Immun.(DPT, polio) 
* Malnutr. (wt for age) 30% 5% 


Chronic Diseases 


Leprosy (prev./1000) 
* TB (prev./1000) 
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Table 2 
Socio-economic survey conducted in 1990. 


A total of 930 families living in 12 villages were surveyed. 


Status at the beginning 
LIFESTYLE ofthe orolert (19% Present status (1990) 


1. Housing - Thatched % (No.) % (No.) 


High Caste 15.1% 58 2.6% 10 


ar 01.5% 183) ___0.56% 2) 
High Caste 36.6% (141 0.78% x 


|| 00.4% 179 0.28% 1 


Others spt 0.5% 77 0.00% 


* The rest have 2 or 3 meals a day, 
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Table 3 


Overview of the CRHP Activities 
(1970 — 2006) 


(Jamkhed, Karjat, Ashti, Akola blocks of Ahmednagar District) 


280 villages (including Latur earthquake area), 300,000 population, 400 VHWs 


TB patients treated 


Artificial limbs and calipers provided 


Tube-wells for safe drinking water 


Plant nurseries — villages 


Land leveled (hectares) 


Irrigation wells dug 


Houses built for poor people 


Women involved in credit program 


Training skill formation (tailoring, weaving, fishing, agriculture, dryer) 


Training in Community Based Health (since 1983) 


Training of Health Professionals National level 


Training of health Professionals International level 


Le 
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Village Health Workers - Selection Training, Role. Support 


Dr. Shobha Arole 


As I have changed, I have changed the world around me, even this, my backward village. 


Health of individuals and communities is largely dependent on their own actions or inactions. People do 
what they do based on their existing knowledge, beliefs, social norms and expectations. Diseases such as 
diarrhoea and water-borne infections can be prevented by the simple caring practice of proper feeding and 
hygiene and by environ-mental sanitation. In addition, most of the common health problems are simple, 
repetitive, and do not require professional or technically sophisticated interventions. Almost 80% of all health 
problems can be prevented or managed by people themselves. 


The key, therefore, is to build on what people know and provide them with appro-priate information and 
skills. However, to get people to act requires more than providing them with information. It is developing self- 
esteem, self-confidence, and the realisation that they have the power within themselves to improve their own 
health and that of their family and community. Essentially, primary health care (PHC) is about empowering 
individuals and communities to ultimately take responsibility and work in partnership with health programmes 
and the government systems to achieve the goals of Health for All. 


Primary health care reflects and evolves from the economic conditions and socio-cultural and political 
characteristics of a community. Any improvements in health must also address these issues, in addition to 
existing health practices and beliefs. Therefore, the mechanisms for change are individuals from the 
community who are familiar with and understand existing issues, practices and beliefs. Only empowered 
people can empower others, which is the goal of community-based primary health care. This is ultimately about 
communities having control over their lives. 


Such an empowerment process, based on experience from around the world, requires a mobiliser or animator 
from within the community. This is important, because if change is to occur, it must occur from within the 
community. Within communities, animators are needed to teach, to mobilise communities into action, and to 
develop the partner-ships with government through the panchayat and directly, and with health programmes. 


For the village health worker (VHW) to be effective, the health centre staff has to learn to shift from being 
mere health providers to being members of a health team where responsibilities are shared and all are respected 
for each of their skills. Hierarchy has to be replaced by a team approach. The support team consists of all the 
health centre staff. It is necessary that the support team be trained on site rather than at district hospital level. 


These individuals have various names in PHC projects around the world: community / aes praca 
workers, community / village health guides, primary health care workers, A ccredited Social lg “si ists 
(ASHA), grassroots workers, mobilisers, animators. We will call them village health workers ( S). 
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SELECTION of VHW’s 


The Person 
er. After 35 years of experience in primary health care 


k 
st be taken in selecting the appropriate wor on 
Caremu llowing are some of the important characteristics of 


in villages in Maharashtra, we have learned that the fo 
VHWs for our area: 


e preferably women. 


e berepresentative of the poor, be accepted by the poor and marginalised. 
e haveroots in the community. 


e residents of the community. 


e their literacy level at least on par with the literacy level of the women and families that they will be 
working with (mainly poor) and be able to communicate and relate to them. 


@ have the motivation and commitment to such work that is more a vocation than aj ob. 


e have the desire to learn and to share knowledge. 


Why a Woman? 


Village people who have understood the functions of VHWs have clearly voiced the importance of having 
women in this role. Women are not only closely concerned with health of their families, but they can relate best 
to women and children, who constitute two-thirds of the population. These are the ones who need health care 
most and yet are the last to receive it. 


Good nutrition, safe drinking water, a clean environment, and a rational attitude towards illness are the 
foundation of good health. In India it is the women who are intimately involved in establishing these 
foundations. A village woman works on the farm and grows food or buys it from the market. She chooses the 
ingredients and cooks for the family. She preserves the leftovers. As the mother she chooses the family water 
supply -- be it a river, pond, an open well, or tap -- collecting and carrying it home and storing it. She uses water 
for cooking and cleaning and disposes of the waste water. It is the woman who collects fire wood, cow dung, or 


crop residue to make a fire for cooking. It is also the woman who breathes in the polluted air from smoky stoves 
in improperly ventilated homes. 


But perhaps most importantly, women are the custodians of traditions and values. Women's illiteracy, 
myths and taboos, and forced isolation from the rest of the world result in poor health for everyone. Ultimately 


poverty, especially among women, becomes the major cause of ill health. Yet it is the woman who has to care for 
the sick in the family. 


: In the traditional society around India, only a woman can reach pregnant and lactating mothers and teach 
; lem about their own health and that of their infants. A sensitive subject such as contraceptives can only be 
iscussed by women, because most women do not talk about their bodies to strangers, especially not to men. 


| These are some of the realities that point to the necessity of choosing a woman as a VHW. There are 
instances, however, where safety issues or difficult terrain requires the VHW to bea man. 
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Why Represent the Poor? 


Representation of the poor is also critical. The VHW must work 
This is difficult unless she has an understanding of their 
experienced similar socio-economic conditions. 
professionals. Thus, she must be able to clearly ¢ 
This does not include wives of government funct 
likely to be transferred anyway. The VHW's pove 
functioning as VHWs. She must be accepted by t 


: with poor families to arrive at solutions. 
situation and can only really happen if one has 
The VHW is the bridge between the people and the health 
‘ommunicate the perceptions of the poor to the health team. 
lon-aries, who do not represent the disenfranchised and are 
rty situation must not be so extreme that it prevents them from 
he poor and marginalised, with whom she will work. 


Why Rooted in the Community? 


Having roots in the community is another important criteria, since in order to facilitate the change process 
the community must trust her. By selecting someone who has been in the community for a long time, the natilo 
feel that she is ‘one of us’ and thus are more likely to accept and work with her. In addition, it gives them a 
feeling of ownership. 


The Process 


Selection of VHWs can usually be made by having a village meeting (gram sabha). Itis necessary to ensure 
that all groups (caste, socio-economic, religious and other factions) are present at the meeting. Often the poorer 
communities are not adequately informed, or their opinion is not considered important enough for them to be 
present. Since the VHW’s main role is to work in the poorer sections of the village, it is important that she has 
been accepted and chosen by them rather than by the elite. One often hears the comment that it does not matter 
whether the poor are part of the decision making process or not, because they will accept the decisions that are 
made by others, in part because they believe that the poor do not have the capability to make decisions for 
themselves, and it also maintains their power. But the poor, who are dependent on the powerful, have had no 
choice. 


At the beginning of the selection process, the role and function of the VHW and how the villagers can 
support such a role must be clearly explained. In doing so, it brings the people into the change process and 
encourages their interaction with the VHW. It makes it clear to them that she works for them as their representa- 
tive rather than as an extension of the formal health care sector. 


In our experience we have found that in almost every community there are socially minded women. In times 
of crisis, conflict and events such as births and deaths, it is these women who shoulder the responsibility. The 
villagers are aware of them, and their names are consistently brought forth at village meetings. Thus, this could 
be an opportunity for selecting one of them. 


VHWs are people who belong to the village, know their own people, live there all the time so they are 
available at any time, and motivated to care for others. 
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POSSIBLE ROLES of VHW 


(depend 


s on her experience and the priorities of the village) 


In the Village 
Responsible for the health of the village: 


Health education about common health problems, causes/prevention, treatment 


Diagnosing/detecting diseases as early as possible 


Treating diseases she has knowledge (through training or effective traditional methods) as early as @ 


possible 
Monitor chronic disease treatment — TB, leprosy, diabetes, hypertension — and rehabilitation (physical, 


nutritional, social, emotional) 

Prenatal/postnatal care, delivery, neonatal care 

Family planning — advise, distribution of oral contraceptives and condoms 

Child health, including common diseases, immunisations and nutrition 

Monitor child growth and development, especially up to 3 years of age; advises parents 


Refers problems she cannot handle —to the health team or to the clinic/hospital 


Other health activities: 


Shares information with the community 
Teaches healthy practices, e.g. ORT 
Leads PRA and other participatory methods in the community 


Assures the poorest and neediest get care 


Social and Economic Development: 


Organises community groups 


Mobilises community for specific projects or needs, e.g. transportation to the hospital, payment for 
hospital services for those who can’t afford it, sanitation project, immunisation campaign 


Analyses the economic and social problems with the community 


Leads in the social development of the community — different segments of the community together, 
status of women 


Leads in the economic development of the community — income-generating projects 


Deals with government and NGO agencies to get services, together with other village members 


158 


VHW going through her records 


VHW and mobile team member asking health related questions 


VHW spending a moment with the adolescents girls 
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VHW providing prenatal care: checking 01 baby’s position 


VHW checking for physical signs of anaemia 


VHW examining a newborn 


VHW weighing a child 
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Part of the Health Team 
Is the main link with the community 
Works with mobile health team when they visit the Village 


She is present in examinations and discussion with villa 


Sers and is instructed j their fi . 
and when possible in the clinic/hospital) in their follow up (in the village 


Refers patients to the clinic/hospital, where the first question is “Have you seen your VHW?” 
Hospital refers discharged patients to her for follow up 
Teaches the health team about her village, its resources and its problems 


All the health team teaches and supports her 
SUPPORT 


By village: 

e@ Chosen by the villagers 

@ Involvement of villagers in participatory methods 
e@ Support for projects they choose 


@ Help incrisis or emergencies 


By the health centre: 

e@ Constant showing ofrespect and support 

@ Frequent meetings serve as a constant boost to morale 

e@ Mobile team visits to the village, more often when she is new 

@ The team enters the village only with the VHW 

@ Team members don’t see persons that have not be referred by her 
@ Hospital refers discharged patients to her for follow up 


@ Acknowledge/reinforce the importance of her role in the health of her community — when they are in the 
village and in the clinic/hospital 


@ When mobile team meets with any village organisation, they emphasise her role 
@ Continuous training in weekly sessions and during every meeting 
@ All project staffinclude the VHW as a team member 


@ She knows that she can depend on the project staff to back her up -- when she does well and when she has 


problems 
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ROLE OF HEALTH CENTRE STAFF 


ini for health centre staff (e.g. doctors, nurses, 

f the VHW training and support, there is need . sta 7 
eee to work as a team with the people. This calls for a paradigm shift in the staff. From being 
o learn to work with community people as members of a team. They have to 
sectoral mode as well as facilitators to enhance the knowledge and skills of 


multipurpose workers) 
only service providers, they have t 
be trained to work both in an inter- 
the people in the area of health. 

as a whole is trained as a team using modern participatory methods of adult 
learning that they in turn can provide relevant training to the VHWs. The whole team is part of facilitating the 
learning together, and the team as a whole has to be supportive. All staff and trainers/ facilitators give the same 
message to the VHW and the villagers in terms of her role as well as health information. 


It is only when the health staff 


When the health team goes to the village, all members must give support to the VHW. Confidence is given 
by the mobile health team, which goes once a week at the beginning, and reinforces her role as a member of the 
team. This helps to strengthen her role in the community. If someone comes up to a team member, s/he will 
refer that person to the VHW. When she brings a sick person to be seen by the team, the staff does not directly 
tell what is to be done. They ask the VHW to explain, and then they say what she said is right (if itis). They 
explain each patient; discuss what could have been done, and why it happened. When done in front of the 
community, the VHW gains confidence and the trust of the villagers. 


From time to time the VHW’s work is monitored by finding out from the village people what they have 
learned from the VHW — how much and how accurate. 


The staff learn from the VHW about her village — e.g. problems, resources, traditions, experiences, health 
beliefs and practices, social structure — and trust her judgement about what is happening in her village and how 
to work with its members. 


EFFECTIVENESS OF THE VHW 


Why is she effective? 

@ Sheis motivated, confident 

@ She speaks their language (local expressions) 
@ Sheis available and willing to help 

@ She is accepted by the community 

@ She knows what is happening 

@ She can identify supporters and detractors 

@ Shecan teach the health team 

@ She can educate the community members 

@ She understands and isa part of tradition 


@ She has opportunities for carly detection 
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How is she effective? 

e@ Through acceptance by and support of community 

e Through recognition and support of the health team 

e@ Through training and sharing her knowledge/skills 

e Asarole model, demonstrating new ways, setting an example, showing success 
e As facilitator to organize community groups, lead discussions, mobilize for projects 
What are the ‘benefits’ of being a VHW? 

The VHW isa volunteer, so what ‘benefits’ does she gain that she finds meaningful? 

@ Respect—by the villagers, by the health team 

@ Knowledge-—she learns first, then shares with others 

@ Skills—health, communication, income- generation 

@ Self-reliance - financial through income-generation, self-confident 

@ Job’ satisfaction—sharing her knowledge/skills, seeing improvements 

@ Role model for other women and girls in her community 

e Training and meeting others, from other villages and organizations 


If she is paid by the project, her priority is there. It is more like ‘employment’. The project should ensure 
that she has enough income to live on, but not as payment from the project, but to make her independent. She 
may receive some “fees for service” from the community, in cash or in kind, but it should be the decision of the 
community. 


Her most important role is to be a representative of her community and accountable to it. And her 
motivation should be service, not obligation for payment. 


Motivation 


The women’s motivation for being VHWs and doing it well comes mainly from the items listed in the 
‘benefits’. But our role is also to facilitate, encourage, support their work, and to keep them feeling good about 
themselves and what they are doing. Ongoing training and relations developed in village visits help 
tremendously with this. It is also important to continue to respond to what the women want to learn. Especially 
as some problems become controlled (e.g. diarrhea, malnutrition, safe deliveries), it is important for them to 
learn about other problems that they will'be dealing with, e.g. hypertension, diabetes, injuries. It is also 
important to keep challenging them with new information, new problems, new opportunities. 
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TRAINING 


There is no set syllabus for the initial or on-going training. Training 1s needs based, and each a 
depends on the problems and interests of the VWs: The pro-cess of participatory learning i we # 
empowerment helps them to think, express, interact 1n the group, make decisions. They are encouraged to apply 
the same methods when they share their experiences and knowledge in the community. 


Method of trainin 


Training is a form of participatory learning, where the knowledge of partici-pants is increased so that they 
are motivated and enabled to utilise this knowledge. This process is one that empowers the VHWs, who in turn 


will empower the community, which is the intended outcome. 


Training is about learning. Itis nota one-time event. It is a continuous pro-cess of working with the VHWs 
to assess problems in the community, analyse the information with the community, and then arrive at 


appropriate solutions. 
Role and Relation of Trainer 


Training is led by various members of the health team and by more experi-enced VHWs. 


The trainers should have experience in adult learning, which is a special discipline in education. They 
should also have a background of community develop-ment and ability to train facilitators and animators. 
(There are many institutions that are involved in such training in other sectors, they need to be drawn into the 
health sector.) The training should move away from the didactic, classroom, lecture approach towards a more 
participatory, problem-solving approach. 


The interaction between the trainer and trainee is important because it is primarily through example that 
people learn. The trainees eventually will go out to the community and share their knowledge in the manner in 
which they have received it. Thus, teaching and treatment of the trainees in a respectful manner is critical, 
relating to them as responsible adults, not as ignorant villagers or servants. 


The trainer must have patience — each village and VHW is different, and they must be allowed to go at their 
own pace and their level of understanding. The trainer must be a good listener, be able to empathise with the 
women, and relate to them on equal terms, e.g. sit and eat together. The trainer needs to know most of the topics 
well enough to be flexible and to respond to questions and to whatever topic they choose. 


It is useful if at least one trainer is also a member of the mobile health team, in order to follow up VHWs 
during village visits. 


Experienced VHWs are the best trainers, since they can “speak their lang-uage,” share her own experiences, 
be a role model and mentor. 
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Environment for Learning 


An atmosphere is deliberately created to allow them to 


Share their k ; 
social customs freely and without being ridiculed. wir Knowledge and experience of health and 


The trainers try to do away with hierarchy by sitting down ina circle with them and listening to them. The 
all sit in a circle because the relationship between them is very free and they can talk easily with each other 7 
women soon find that they are respected. Whatever they say is taken Seriously, and they are not slighted. They 
are encouraged to express themselves freely. Dialogue is easier in a circle; in rows, some can hide and go to 
sleep. The circle encourages equality — each is part of the group, and each has the equal right to talk. 


Goals and objectives of training 


The goal is to train persons (usually women) to become self-confident, well-informed, effective village 
health workers (VHWs), who are capable of acting as change agents within their villages and of organising and 
mobilising communities _ to achieve health. In addition, they also are capable of working in the health team as 
a representative of the community. 


There are two levels of objectives. 
1. how she functions (skills, knowledge) as a VHW, 


2. motivation and personal development. 


There are two phases of training — the initial intensive course and the continuing support to enhance their 
knowledge, skills and attitudes. 


Skills — The knowledge she requires to perform her work at the beginning include: 


1) basic knowledge of the cause, development, symptoms, and treatment of common diseases such as 


diarrhoea, acute respiratory infection, and measles. 


2) basic knowledge of pregnancy, childbirth, and women's health. 


3) communication of her knowledge to villagers. 
4) effective community mobilisation, such that she gets the community to address pressing problems. 
5) monitoring the progress in and with the community and to keep records. 
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6) dealing with government and local officials for available programmes/schemes. 


7) critical analysis of situations as they arise ina SyStemlane ieee 


nt — In order to be effective and to work independently, it is necessary to enhance the 
esteem. Only an empowered VHW can become an agent of change and 
W must learn to be an important member of the health team. 


Personal Developme 
women’s own self-confidence and self- 
empower her community. Inaddition, the VH 


Initial Trainin 


Much of the initial training focuses on personal development — building their self-esteem and self- 
confidence so they can be effective in their communities. Problems she has faced are discussed frankly, as well 
as the problems in their village (e.g. different castes). What are health problems as they perceive them? Then 
they start to identify problems in village, and learn about their causes, how to prevent them, how to treat them. 
The subjects discussed in the sessions come from the experience they have had the week or so before. They learn 
by experience together, including how to deal with differences. They find they have same types of problems, 
e.g. openly discuss caste and look at blood and X-rays of different castes, to illustrate that caste is superficial. 


The training is also values-based. They discuss their motivation for doing this work, their concern for others 
in their village, their compassion for those in need, their passion for improving the health of their villages and for 
giving information, their commitment for sharing knowledge and motivating their community to work together 
to improve the whole village — for equity, empowerment and justice. 


The initial training could be one-month intensive learning at the training centre, then one month field work, 
then one month intensive learning. After this time the VHW starts to work in her community, with ongoing 
supervision, training and support by the health centre. 


The subjects that are discussed and taught in a each session come from the VHWs themselves — from their 
experience and their interest. If there is some topic that the trainer or health professional thinks is important but 
is not brought by the VHWs, it probably is not important for her to know it for her work in her village. 


If there are experienced VHWs, they can spend time with the trainees as mentor — in their own village and 
then in the new village. 


Building Self-Esteem and Confidence 


They have never experienced this kind of freedom in their lives. Being women, they have considered 
themselves as inferior beings, because that is the way they are treated in their own homes and community. 
Being poor, they have been made to feel they were good for nothing. Their life has been one of subservience and 


hard work, both on the farm and in the home. It is, therefore, necessary for the trainers to develop the VHWs’ 
self-esteem and self-confidence. 


¥ 
One of the ways to develop the worker's self-esteem is to ask each woman to look at herself in the mirror and 
boldly say her name. 
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‘Lam a woman, and I am proud of my womanhood Tha 
certain caste or family or someone’s wife or daughter. | am a 
freedom as the sarpanch or anyone else in my village. Iam int 


‘© ad name. I am not just a woman belonging to a 


Person in my own right. I have as much right and 
elligent and capable.” 


reluctant to be health workers find something completely new. 


One of the village health workers recalls that 


: after a couple of sessions her hesitation was replaced by a 
longing to attend the class. 


How do they think of themselves as women? Start thinking about how they as women are exploited. Think 


Saas g that time; how much women contribute to the 
family income. 


The more respect they get, the more confidence they feel; and the more they will freely share what they are 
thinking. 


Remember that she has been chosen by the village people and notus. The villagers, especially the Farmers’ 
Club members, question her when she returns from her training sessions. This encourages her to be more 
attentive so that she will retain what she learns and can share it better. The support of the Farmers’ Clubs and the 
Mahila Mandals is very important. 


Many VHWs say that they wouldn’ have continued to come at the beginning because they couldnt 
understand much. But what kept them coming back is that someone was there in the village to ask them what 
they learned. Some Farmers’Club members come to the sessions, and then they can support the VHWs better. 


Some Methods: 

e@ Sitoncarpet together as equals 

@ Woman looks in mirror (tradition is girl shouldn’t; should be meek, humble) 

@ Woman looks at herself—“I’m a human being; I have aright to look at myself.” 


@ What is your name? (traditional reply — caste, sister/daughter of a man but not wife of/shouldn’t speak 
husband’s name) She feels she’s a possession; make her realise she’s not, but she is herself in her own right. 


@ Show that women can do many things (though still confined to certain professions; reinforced in 


school). 


On - going training : Sustaining the VHW’s learning 


After her initial training, the VHW is provided ongoing support and training through village visits by the 
mobile health team and regular sessions at CRHP. 


Every week or two, the VHWs meet to discuss work progress, present any problems, share experiences, 
discuss data that has been collected, and to do some comparative analysis as a group. They learn from each hae 
as well as from the staff. New information on health problems, programmes or poate Is also given. This 
regular gathering of the VHWS is critical in their development and also to enhance their effectiveness. 
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o it is important to look continuously at new information, reassess, reanalyse, 
th the communities. It is also important in her personal development as she 
formed from her former role and status into an effective community 


Primary health care is dynamic, S 
and develop creative solutions wit 
gains more confidence when she 1s trans 
leader. 

e facilitator again finds out the level of knowledge and provides 
more education and skills. Such a constant process of assessing the situation leads to an analysis of the Pant 
and arriving at actions. With each cycle of further assessment, analysis and action, the VHW’s understand-ing 
increases the choice of alternatives she can share with the community. This stimulates the VHW to attend 
classes regularly, as she knows that it is not a mere repetition of messages but an opportunity to further increase 


her knowledge. 


As the VHW comes week after week, th 


This process of continuously building on what the trainees know helps to keep the VHWs’ interest and 
morale. The ever-increasing knowledge and skills keeps the VHWs eager to learn and leads to a dynamic 
process of change, both of the VHWs as well as their communities. The result is that the VHWs begin to see 


results of their work. 


Over a period of about 6 months, most topics are covered. After that another round is covered, building 
again on what they know. So that every round increases their knowledge. That is why they keep coming back. 
(Some VHWs have been coming for over 30 years.) 


Over time, her knowledge, skills, attitudes and capabilities are strengthened and enhanced. These are 
the topics that over time are learned by the VHWs: 


Skills/Knowledge: 


e@ Signs/symptoms, cause, development, treatment (including effective local remedies) of common 
diseases (communicable/infectious, chronic and acute, water-borne), including TB, leprosy, 
malaria, HIV/AIDS. 


e@ Pregnancy, childbirth — antenatal and postnatal care, safe delivery, risk factors. 

@ Women’s health, including family planning, nutrition, reproductive health. 

@ Neonatal and infant health, including breastfeeding, immunisation 

@ Child health and development, including growth monitoring, common diseases, e.g. diarrhoea (ORS). 
@ Recognise when to refer patients to the mobile team and to the hospital. 


@ Mental health; 


e Nutrition—infant, child, adolescence, women, specific health conditions. 

@ Sanitation, clean water. 

@ Surveys, monitoring, evaluation, and disease surveillance. 

@ Participatory methods, including participatory rural/rapid appraisal (PRA). 
Identifying health problems and setting priorities with the community. 
Critically analysing situations as they arise in a systematic manner. 


@ Effective communication of her knowledge. 
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@ Monitoring the progress in and with the community 
with the community to keep records, monitor growt 
community, identify causes, and then decide on effec 


evaluation, disease surveillance -- how to use tools 


h of children in the village, assess problems in the 
tive solutions. 


@ Role of government and how to deal with Officials; role of 


: local government (i.e.. panchayati raj 
relationship to district, state and national governments. (Le.,p ayati raj) and its 


@ How to work with government and non-governmental or 


: nce ganisations in order to gain their support and 
achieve intersectoral coordination; how to access available government programmes/schemes 


e@ Conceptual framework of health (e.g. factors/social determinants of health) -- they need to think and 
question for themselves. 

e Culture and traditions (good and harmful) and strategies for change. 

e@ Social analysis, including status of women. 


@ Economic problems and development; income generating activities. 


Personal Development: 

@ Self-image and self-esteem. 

@ Self-confidence. 

@ Sharing her ideas and experience. 

@ Speaking in groups and in public. 

@ Working with all segments of society. 

@ Strengthen their attitude of service and volunteerism. 

@ Understanding her role in the village and as amember of the health team. 


e@ Listening and empathising. 


Typical session 


The VHWs and facilitator sit in a circle because the relationship between them is very free and they can talk 
easily with each other. 


ee Ae: ; ; ides a 
First is a monitoring exercise based on their information and experiences during the week, which provide 


tool to begin the discussion. There may also be a review of the previous session and sharing of related 
experience — what they did, problems and what they did to overcome obstacles. Births, deaths of FET ps 
are reported by every VHW. Their questions, what is uppermost in their minds, oes reetia ‘ .— i f ake 
VHWs, if they know. The mobile health team also notices things in their village visits and can bring these up 
the VHWs from those villages are present. 
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0 il. Could the 

: ‘nce last time. Causes of deaths are discussed in detail. 
data that they have collected since | 

d pt ean mine What could the family have done? What could the VHW do? Could the 
eath have 


y erious illnesses. 
re) ing stions are discussed about ser1o 
community doan thing? Same quest { 


Th p selects a topic usually arising out of their own experiences. The topic is concrete and relevant to 
e grou 


the current situation and therefore holds the VHWs’ interest. 


The facilitator guides the discussion by finding out what they know - the cause, signs and symptoms, 0 
treatment, and when to refer to the hospital. Each idea is building on existing knowledge. In particular, 
misconceptions and taboos are discussed; they talk about why they do what they do (it is usually out of positive 
experience). New information is then related to their knowledge. More experienced VHWs in the group first 
share their additional knowledge; then if neces-sary and appropriate, the facilitator adds information and 
scientific knowledge — it is important not to give more information than the VHWs can absorb. 


If the discussion wanders, or ifa VHW asks a question off the subject, it is important to answer the question 
and then bring the discussion back on focus as soon as possible. It is necessary to satisfy the speakers in order to 
keep their interest and attention for the rest of the discussion; otherwise, they will continue to think of their 
issues. A ‘tangent’ may be a ‘loop’ in the discussion; facilitators need to be patient, as this is the way the VHWs 


are used to talking and sharing. 


Each topic is dealt with an integrated approach — factors, causes, prevention. The facilitator guides the 
discussion to look pragmatically at the underlying causes and still more basic causes (e.g. harmful traditions, 
status of women and girls). Practical demonstrations are done if possible. 


In a discussion on nutrition, the facilitator will lead the discussion into the reasons why there is 
malnutrition. A superficial study may show that poverty is the main cause of protein energy malnutrition. As the 
VHWs work through the analysis, they will realise that the causes are deeper. The facilitator guides the 
discussion so that the VHWs themselves discover the harmful traditions, which the VHWs are more familiar with 
than the facilitator. They also realise that root causes may be due to status of women and girls, resulting in poor 
distribution of food in the household. The pregnant woman is often the youngest daughter-in-law and therefore 
the last to eat, even though she needs the food most. The result is a malnourished mother and a baby who is 
born with a low birth weight. The solution in this case is more than poverty, it is going to the root of the problem. 


The facilitator asks if they have any burning question on the topic, so they don’t go away with 
misconceptions. 


Because of the low level or lack of literacy, the sessions cannot be long. Since they cannot take notes, they 
have to internalise the information. 


The topic then is further discussed among themselves in groups of three or four. The VHWs will discuss 
how the problems can be solved in their own context. They will discuss ways of communicating these health 
messages to the community. What can communities do? By such active participation, the VHWs are able to 
learn to process information in an intelligent way and not just to transmit a few standard health messages, which 
may or may not be used by the community. 


Thus it is not a set of standard health messages that the VHWs learn; they are learning to look constantly at 
the problem, find the cause of the problem, both immediate and more basic issues, and arrive at solutions. 


The session ends with each VHW having come up with plans of action in her community, These actions 
include how they are going to communicate the new ideas and how as acommunity they can solve some prob- 
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lems. They develop stories or skits, based on loc 


al stories, experienc ) . : 
. > - en : aC .eC: ~ ~ ‘ . 
relate to; and other innovative methods based on thei . ce and practices; visual aids that they can 


r OWN experience. 


malnutrition and disease, they came up with a poster based 


| . on a local myth that all | 
Mothers believed that a child has to cross twelve rivers before she tee be bat wre 2 shila npr or | 
VHWs identified these rivers as malnutrition and various childhood diseases. They then explained that se 


river needs a bridge to cross. The bridge is built of different materials; and if badly built, the bridge will 
collapse, and those who cross fall into the river. The building also depends on ae nade who built h 

bridge. The rivers that children have to cross also need a bridge and an engineer. a mother se re 
engineer, and the components of the bridge are mothers milk, complementary feeding, PRISE es and timely 


treatment of common illnesses. Having arrived at the story themselves, they could effectively communicate 
health issues to the mothers and the community. 


Other actions may include areas for community action. 


After a session on diarrheal diseases, the VHWs decided to organise the village women to build drainage 
soak pits, clean up the village, and not allow children and women to openly defecate, at least in areas where 
children play. This was a feasible step before just giving a message that latrines should be built. 


Additional items for discussion: 


e Factors of health (social determinants of health) — developed with them, from their point of view, and at 
different levels -- as time passes, they and the villagers can be involved at various levels 


@ Monitor & surveillance in their villages 

@ Organise Farmers Clubs and Mahila Mandals 

@ Howto work with government officials, how to deal with government 

@ Howtodeal with CRHP 

@ Howtosolve problems 

If there is something interesting in the hospital (surgery, delivery, outpatient department), they will see it. 


They stay overnight — relax, have fun, more time for discussion. 


Techniques during Sessions 


@ sittogether ina circle on the floor 

e@ listen to them 

@ encourage them to express themselves freely 

@ buildon what the trainees already know 

@ explain scientific concepts related to their beliefs and experiences 
@ demystify medical information 


@ use simple language and illustrations from their experience 
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or low literacy, but it is important to make sure they are appropriate. It is important that they can understand 
the pictures and symbols. It is better not to get materials from outside, but for the VHWs to be involved in 
the design, so it will represent what and how they perceive. Use of colours and symbols (e.g. arrow, crossout 
meaning ‘don’t do’) need to be considered. Get them to make drawings, and perhaps later get an artist to 


listen and understand their concepts of diseases and causes, and build on that 
c 


use familiar concrete examples, not abstract concepts 


compare human health with their experience with animals or agriculture 


give as much information as they want; repeat it and build on it over time 
problem-solving skills looking at various levels of causes of diseases 


cultural sensitivity, make use of cultural traditions and practices 


teaching of practical value 

practical demonstrations 

incorporate current events 

group work - to facilitate learning and to learn how to facilitate groups 
role play, use of scenarios 

local methods of communication 

current everyday concerns 

people learn through example 


relate to trainees as adults, with respect 


Visual aids are important for training VHWs and for their use in the villages, especi-ally with illiterate 


draw the picture or diagram, which will be critiqued by the VHWs before finalised. The VHWs will also be 
more interested and better able to use visual aids that they have been involved in developing. 


PREPARATION of TRAINER / FACILITATOR 


understanding terms villagers use for various diseases 

understanding traditional practices for prevention and treatment of illnesses 
understanding village life, especially the daily life of women 

understand available resources (e.g. food, utensils, cooking method) in the homes 
participatory, problem-solving approach (not didactic); adult learning principles 


background in community health/development experience in training facilitators and animators 
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A VHW training session with Dr. Raj Arole 


VHW’s practicing to take BP 


Time for a small VHW quiz on knowledge 


A mobile team member having a class with the VHW’s 


a, 


Experienced VHW teraching a new VHW how to take BP 


Role playing 


a 


VHWs sharing stories and experiences 


Principles of Adult Learning Used in Training VHW’s 


y also are keenly aware of their limitations 
pect and trust between trainer and learner helps in 
encouraging words, and treating them as a member 
ical ladder helps build this respect. 


the learning process. Listening, learning about their beliefs, 
of the team rather than a person in the lowest rung of hierarch 


2) Experiential learning -- The most effective learning is from shared experiences; both trainer as well as 
VHWs learn from each other’s experiences. When VHWSs share their experience, they feel that their experience 
is valued and it further develops mutual respect and trust. These experiences are concrete in the minds of the 
VHWs and makes what is shared more realistic. It also gives rise to critical analysis -- reflection, drawing 
general principles, and applying the principles in a given situation. 


3) Build on what the trainees already know (experience, information and traditional practices) -- It is 
necessary to find out the level of knowledge of the VHWs on a certain topic. A few questions will not only help 
the trainer to understand what they know, it also is a good exercise for review. Important new facts get lost if 
attention is not paid to this. e.g. Most women know that breast milk is good for the child; however, starting to 
breast feed the baby within an hour is anew concept. 


Instead of giving lectures, find out what the participants already know about the subject — where they are, 
what they know, what is the common language they use about the disease. This can be achieved in a 
participatory manner with group discussions. Then build on that knowledge. 


From our group discussions we learned that village people have a concept of prevention of disease. They 
wore different charms and amulets to ward off evil and burned chillies in the fire so that the irritating smoke 
would drive away the evil spirit. To prevent illness, they did not expose the new mother and baby to the elements 
that are full of evil spirits. The scientific concept of bacteria invading the body to cause infection is similar to 
peoples concept of invasion by a goddess or an evil spirit. 


Therefore, it is necessary bring these concepts together and discuss them in the light of their own beliefs and 
experiences. This means by providing scientific information, we can expand people’s knowledge to enable 
them to make their own choices in order to prevent ill health. 


Women in the community know that breast milk is good for the child. The trainer must recognise this. If the 
trainer starts by saying that breast milk is good, then the women will lose interest, for they already know this. In 
addition, any new important information is lost because it is diluted with information that they are already 
aware of. It is also necessary to find out the women's understanding of breast feeding and its effects on the child 
and mother. This will provide information to the trainer on positive and harmful practices and any 
misconceptions. Only then can the trainer share her/his knowledge and build on the existing knowledge of the 


VHW. 


Although breast feeding is commonly practised all over India, it is not traditionally initiated until the second 
or third day. This is because of the misconception that the colostrum is harmful to he baby. Infact, colostrum is 
important to provide immunity and vitamin A to the baby, both important preventive ingredients, ‘ sis to 
being a source of food. To dispel this wrong idea, the strategy should be one where the women wee a a 
through the process of realising their wrong idea and then work through using their own sais * np 
their understanding of colostrum. For example, the women know that farm animals immediately suckle 
young ones. In fact, the placenta in the case of the goat is not expelled unless the kid suck- 


Sp 


make the association with mother's milk and correct their 


ith this ‘s ey can begin to 
y s with this understanding th ! , 
Seaton makes them more effective communicators. 


nofcolostrum. In addition, this process 


4) A safe and conducive environment is helpful for the learning process. Make the participants feel 
comfortable (physically psychologically), and help them feel that they can ask any questions without fear of 


humiliation, and can contribute to the discussion freely. 


misconceptio 


5) Culturally Appropriate -- Teaching should be culturally sensitive and make use of cultural traditions 


and practices. Cultural adaptation is necessary at times. 


Most poor homes do not have spoons or other measuring containers. In the case of treatment of diarrhea, 
trainers often say that it is difficult for women to remember proportions of salt and sugar and even know the 


difference between the two. 


If the trainers take the trouble to watch the women in their environment, they will realise what they know, 
whatis available in their homes, and what are traditional methods of preparing food and treating illness. 


In the lessons on communication, local methods of communication should be identified and used. How do 
we learn, who teaches us, who communicates to us when we’re young children? -- mothers, other family 


members. 


6) Demystify scientific knowledge -- Both witch doctors and modern doctors use terminology that 
common people do not understand. Therefore, it is important to demystify health and medicine. There must be 
a recognition that women have a knowledge of most common diseases, and that their words for describing the 
ill-nesses, syndrome, and symptom complexes will vary. This does not indicate that they do not know and they 
cannot understand. It is more a matter for the trainer to be aware of these differences and bridge the gap. The 
trainer should not use English, formal or clinical words and disregard the local terms. Otherwise, s/he is not 
making the connection of the local knowledge with the so-called scientific know-ledge. This defeats the 
intention of treating the disease because the connection is not made and also discourages the trainees. 


Another approach to demystify scientific information is the use of simple language to explain complex 
physiological and chemical processes. 


It is not enough to say that diarrhea is caused by drinking dirty water or food contaminated by flies. The 
concept of bacteria, viruses, and how they affect the body must be explained. Essentially one begins by listening 


and understanding people's concepts of germs, and then the new information that builds on their current 
understanding is shared. 


Generally there is a minimal understanding of germs. Thus, one effective approach is to show the existence 
of germs through the use of microscopes, which may be available at the primary health care centre or high 
school. From this, one explains that what they are seeing are called germs. Certain types of these germs attack 
the stomach and intestines and multiply, causing an irritation. This leads to the intestine producing fluids, 
which are drawn from the body and then expelled as liquid stools. The rapid loss of fluids results in dehydration 
and loss of body salts, which is dangerous. To sustain life, there is a need to maintain a delicate balance in the 
proportion of the different forms of salt and water. 


aemnorenes can be drawn with the use of chemical fertilisers. People are aware that fertilisers contain 
sodium, potassium, phosphates, and urea. They realise that this must be in proper proportions along with 


water, Oinerwise the plants will die due to dehydration. Women are also aware that proper proportions of salts 
and spices have to be used to get certain desirable tastes. 
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“number of bones', are neither useful nor worth rememberin g 


Essentially, the strategy is one where the ideas are presented s 
to-day life. Teaching should use concrete, familiar exam 
what they already know. 


Once they understand this mechanism, it is easy to understand how dehydration can be prevented by 
keeping up with the loss of water and salt using whatever is readily avail-able in the home (e.g., rice water with 
salt, porridge, and lime juice with water and salt ). However, this practice does not usually occur, in part 
because health education has emphasised ORS (oral rehydration solution) packages as the cure for diarrhea. 
This has replaced more timely treatment using home Jluids, which would prevent the need to use the costly ORS 
packages that are not always readily available in the homes. It must be made clear that neither home fluids nor 
the ORS will stop the diarrhea. The point of these treatments is to maintain a healthy water and salt balance in 
the body to prevent it from dehydration, which is what causes death, and therefore the need to prevent 
dehydration. In reality also, children would prefer to take lime juice or other fluids and foods they like, rather 
than the ORS mixture. By not giving enough explanation, the mother is power-less and precious time is lost in 
fluid replacement, if the mother does not have ORS packets available, especially if the child develops diarrhea 
at night. 


8) Practical -- Whatever is taught should be of practical value. 


In formal education time has often been wasted in getting trainees to memorise facts such as the number of 
bones in the body rather than really understanding how body systems work. 


There should also be practical demonstrations such as showing a person with various diseases and health 
problems. 


9) Few important facts need to be given -- Few relevant facts are more useful thana long list. For example, 
in prevention of spread of TB, covering one’s mouth while coughing and proper disposal of sputum are most 
important. Often a list of 20 measures are given. Since culturally people do not cover their mouth while 
coughing, this fact gets lost and is not remembered and many less important measures are remembered. 


10) Participative -- Didactic lectures have little place. Dialogue and participative methods of learning need 
to be used. Discussions in small groups are helpful. 


11) Group learning -- It is important that the women learn in a group because they will eventually have to 
organise communities and groups for community action. It also helps those who are less vocal in larger groups 
to participate. It creates team spirit. 


12) Reflective -- The training needs to give a chance for the VHWs to understand and internalise the new 
facts learned. A regular, ongoing, periodic training makes this possible. Group discussions bring out the doubts, 
and they also give an opportu-nity to identify the principles and their applications. The VHW takes back pe 
ideas to her village; she shares them with others and reflects on them. In the next session, her doubts, . 
conclusions, and how she put her new knowledge to practice is shared with others. This process internalises the 


ideas more effectively. 
B/H 


13 ‘tion/Practice -- Especially for low- or non-literate people, it is necessary to repeat information sO 
sid and remember; but it must not be repeated so as to be boring or in a way that is demoralising. 
ot Fee cri —telling their new knowledge and using their new skills. 
With every topic, discussion should not only focus on treatment but also on 
In most cases, these will be social-political in nature rather than physical. 
to have an in-depth analysis of the situation and be more effective in 


14) Problem-solving skills -- 
discovering as a group the root causes. 
Therefore, this will enable the trainees 
addressing the problems of the community. 
thods that will engage the trainees and keep their interest, such 


15) Interesting Methods. Use teaching me , ) : 
al examples, traditional stories as analogies. Use role playing 


as visual aids, demonstrations with models or re 


and scenarios to develop a systematic way of assessing and analysing. 


16) Dialogue — Facilitators don’t impose their ideas but help participants think and find out for themselves. 


Facilitators ask questions and guide discussion. 
17) Discovery -- Rather than giving out messages on what they should be doing, encourage them to apply 
what they have learned in solving their health problems. Discovery is more effective than a solution in the form 


of a message. 


18) Mutual learning — Facilitators share knowledge but more important they learn from the participants — 
what they already know, what they do and why, what are traditional knowledge and practices. It is important to 
have the attitude of learning from them. This also shows respect and builds their self-esteem. 


19) Regular periodic training in order to increase knowledge and skills — Continue to build on what 
VHWs know. -- Regular periodic classes provide an opportunity for feedback. VHWs’ interest in learning will 
be kept up if, with each repetition of the topic, a few new facts are given and their knowledge continues to 
expand. For example, in the first round regarding high-risk pregnancy, only two or three causes of high risk are 
discussed. By the end of three years, the VHWs are able to identify 13 possible causes ofhigh risk. Repeating the 
same messages over and over again makes the sessions monotonous, and VHWs will lose interest. 


20) Involve VHWs in preparing their own audio-visual aids and methods of traditional teaching — 
VHWs can make their own stories using local sayings and tales and ideas based on their experiences. They can 
influence communities to be involved in writing songs, plays and skits. 


21) VHWs should be challenged from time to time -- Adults need to be challenged from time. There is 


often a tendency to fall into a rut and work becoming routine. New ideas and challenges keep the enthusiasm 
alive. 
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Tributes and Letters 
written on the occasion of 
Dr. Raj Arole’s 
75th birthday. 


RECTOR CRHP JAMKHED — A TRIBUTE TO HIM AND 


DR RAJ AROLE -DIRECTOR (Ce 
is CONTRIBUTION TO A PUBLIC HEALTH SYSTEM & MODEL FOR INDIA 
™ BIRTHDAY ON 15" JUNE 


AND THE WORLD ON THE OCCASION OF HIS 75 
2008 


Admiral Vishnu Bhagwat 


The names, Drs Raj and Mabelle Arole of Jamkhed takes me back to the last few 
months of service in the armed forces when I was head of the Indian Navy and I read a 
full page article on what the two doctors were doing in transforming and creating a 
sustainable health system, a model for the country. It caught my imagination and I was 
determined to meet them and see their work . I did not quite know where Jamkhed was 
located and even less did I imagine that it I would meet a doctor who would transform 
my ideas on rural health , our people , ordinary women who had the potential to change 
the lives of the people in their villages. 


__In the ensuing months after rejoining the rank of an ordinary citizen-soldier of the 
Republic I was fortunate that a common friend offered to accompany me to meet Dr 
Arole at Jamkhed . I met him that spring evening as we had our supper together at the 

spartan premises of the hostel for guests. That was a memorable evening , but I was also 

deeply saddened to learn that Dr Mabelle had passed away not so long ago. Dr Mabelle 

was his inspiration , co-worker since their CMC Vellore and John Hopkins School of 
Hygiene and Public Health days . Ina sense as I perceived she was also the soul of the 

mission in community health and preventive medicine that both had made their life’s 

work--- dedicated to the people. Later Dr Raj Arole told me that in dedicating their life to 

this mission they were doing what God t would want the faithful to do. “ Our Religion is 

what we do” said Drs Mabelle and Rajanikant Arole. There were striking similarities in 

substance and style between Dr Arole and the life and work of Mahatma Gandhi as there 

had to be, although the Doctors work at that time was mainly in the field of health it was 

already taking the contours of a total community development program concerned with 

nutrition , livelihoods , environment yhygiene and sanitation, animals , husbanding of 
water resources , planting of trees of all types , soil conservation, and the entire spectrum 

of all that the village people needed to live a life of dignity with minimum wherewithal. 

That had to be because health can- not exist ina vacuum. It is impacted by the entire 
gamut of the human condition, concerns, and activities. 


That first evening with Dr Raj Arole in Jamkhed nearly nine years ago remains etched inmy mind-—every moment and every 


event . We first wi e fiz ini 
irst witnessed the induction or the first event when a village health worker comes to the training center having been selected 
by common consent by the gram sabha . They were 


182 


telling us the grim facts of their individual lives in the family 
interspersed with humour and courage ---the menfolk described 
children they produced , not even recalling the names of the “ele 
simply given their chronological numbers ! However this shari 
their common experiences in the training sessions to follow 
through the session with Dr Arole well past midnight. 


and in their neighborhoods ---most of it tragic, 
by many women were least concerned with the 
ven players” of their family team — the children 
ng or ‘confession’ session of their lives bonded 
. These were tales of common courage . We sat 


Soon enough we met Saku Bai, Mukta Bai, Lalan Bai, Yamuna Bai an 
uncommon histories who had now earned a name for themselves inspired by 
upbringing and training in Jamkhed and practical work in their own villages. T 
because they exemplify what can be done with human beings who were Subject to the worst prejudice and would 
have been otherwise consigned to lead a miserable existence. Called “Chudails” or witches for some weird 
reasons like loss of a son or death of a husband, they used to sleep in the animal shed and thrown chapattis or 
rotis (Indian baked bread ) by the landed / rich families for the work that they did. Beginning around 1973 , when 
the Aroles arrived in Jamkhed to begin their project-- today they are known as “Devis”, are of diverse 
denominations , castes and the elected Sarpanch often requests them not to stand for elections as they would win 
hands down and he would not stand a chance ! The Mukta Bais have accompanied Dr Arole to receive awards 
from international awards from Royalty in Europe and been admired for their self-confidence, poise and dignity 
on such occasions. Dr Arole told me of a world conference in Washington DC in which Health Ministers and UN 
Representatives were in the audience of the address in rustic Marathi , duly translated applauded several times . 
The finale of this address by Mukta Bai was when she took out one earthen lamp, “Diya’’from her Sari round the 
waist , lit it , then brought out the second ‘Diya’ lit the second with the first and told the distinguished but awed 
audience that while they sat in the beautiful auditorium , adorned with sparkling chandeliers , these chandeliers 
were helpless and one could not light up the others . On the other hand the village health workers of Jamkhed 
were ‘Diyas ‘ and one “Diya ‘ could light a second and a third and so on, until they would light up the whole 
world ! Health for all people ! ( and health by the people).’ The audience gave Mukta Bai, the ‘Devi’ , this 
seemingly ordinary woman a standing ovation. 


dtheir colleagues .Women with 
Dr Mabelle and Dr Raj Arole’s 
heir stories are worth recounting 


On another occasion around 1988 when Dr Raj Arole and Mabelle were invited by Rajiv Gandhi , 
India’s then Prime Minister, to breakfast and to give him a presentation on the Jamkhed Project , the session got 
extended to more than two hours, attended as it was by the Central health bureaucracy , ministers and planning 
commission . Rajiv Gandhi heard with rapt attention and so impressed was he that he personally complimented 
Dr Arole and his team . He also asked the Village Health workers if they had any advise or suggestion that the 
Prime Minister could implement . The Jamkhed woman, Paru Bai, batted straight and suggested to him that 
women should have 50% of the seats in Parliament. Rajiv Gandhi smiled and said to them that while he could not 
promise them 50% seats he would work to get 33% seats for women in the next Parliament and all representative 
institutions . So you know that this proposal emanated, not from the political women in New Delhi but from 
Paru Bai ,a VHW anda woman of Jamkhed . As it happened, Rajiv Gandhi lost in the ensuing election and the 
tragedy in May 1991 robbed him of his life and with it the possibility that the J amkhed model would be 
implemented on a nation wide scale establishing a sustainable public health system , the only one me can bring 
health care for the people , complimented by curative medicine when necessary , within the country’s financial 
resources . 
have been invited to replicate the Jamkhed model in various 


ern countries as well as in different parts of our country . In 
preciating that Jamkhed training 


Dr Arole , now supported by Dr Shobha Arole and Ravi Arole 
parts of the world----in Africa , Latin America , including in the rich west 
our country —in the tribal districts of Maharashtra , Andhra , Tripura on a modest scale . Dr Arole ap 
could spread the motivation and 
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e model has devoted his effort to build a strong training center supported by a new 

of India have come to train as VHWs , so have many come from foreign 

countries . Medical students have been coming from Nepal and everyone who has come has been part supported 

Hy RHP Jamkhed-- a beacon for Preventive Medicine and Community Health. The Jamkhed spirit and 
yc = 


sxperiment is steadily spreading far and wide globally and in our country as people and institutions of the state 
ste that this is the only way help health care not the unsustainable programs mired 
realize 


in inefficiency and leakages . 


momentum to replicate th 
hospital. Women from many parts 


for low cost, intime , self- 


Books have been written , film documentaries made and hundreds of articles written on 
the work and health care map that Drs Mabelle & Raj Arole have charted , the path that 
they have blazed. Raj Arole is a man of God but he does not wear religion on his sleeves. 
For him all men are created equal by the Creator and, therefore, entitled to a life of 
dignity and fulfillment of their basic needs .Women and children have a priority in the 
scheme of things that Jamkhed delievers , whether through the 4" class schooled Moses 
who is trained to dispense drip ether anaesthesia, make artificial limbs for land mine 
injured people in Africa or double up as ambulance driver and electrician in Jamkhed 
or Akka the indomitable senior nurse. That is what the Aroles have done to harness the 

potential that lies , waiting to be discovered, in every human being. 


I could go on writing about the man and the doctor who has inspired us to an extraordinary degree as 
to what can be done and what must be done if we are to build our country from the bottom . What will 9% or 10 
% GDP growth do if it only touches those who are already over fed , over clothed , over provided by a million 
times strutting around the globe while more than half our people --our children are malnutrited , vulnerable to 
brain deficiencies, gravely vulnerable to every disease caused by mal-nutrition in child- hood , specially under 5 
years . If they do not actually die as we have one third of the world’s child mortality under five years of age , they 
will continue with the foetal imprint due to maternal malnutrition which causes intra —uterine growth 
retardation, resulting in ‘metabolic syndrome’ or ‘Syndrome X’ , landing them in later years with diabetes ( 
Barker’s Hypothesis) ,embedded immune-deficiency , atrophy , hypertension , Coronary Artery Disease, and 
almost the entire spectrum of diseases that cause life-long sickness / diseases and a weak , vulnerable existence . 
Tf only we would all emulate and resolve to work for a national economic , social ( that can combat such 
widespread malnutrition ) anda health system that can spawn a million Jamkheds , ala Dr Raj Arole and Dr 
Mabelle , we would be on the road to a happy and peaceful future for all our people. Theirs’ has been a unique 


role in a region where they first saw ‘bondage’ and th work that they did led people to emanicipation specially of 
women. 


Dr Rajanikant Arole was born in Rahuri in this district of Ahmadnagar , where 
incidentally the architect of modern India spent years in Jail and wrote the ‘Discovery of 
India’. Dr Raj came to rediscover Jamkhed and the adjoining districts ---one of the 
poorest regions of our country . He is fully conscious that only in an equitable socio- 
economic order and framework that we can optimize his life’s work and the model that 
he has dedicated his life to. No honour or award will suffice for the People’s doctor and 
there is no substitute for the love that he cherishes and the love that he in turn receives 
from the people —his people all over the world. 
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Dear Colleagues 


“I first met Raj and Mabelle when I was an inexperienced doctor working in India in the early 1980s. When I first 
read about CRHP I realized it embodied the vision and passion which I was looking for as a model to follow in a small 
Himalayan health programme where I was working. 


I subsequently paid several visits to Jamkhed, each time coming away enriched by all that I saw, from my meetings 
with Raj and seeing how community health could actually work in practice 

I thank God that Raj along with his inspirational family including Shobha, have demonstrated a model of health care 
that has succeeeded, has been been inspirational to thousands, demonstrates the huge added value of a faith-based 
holistic approach,now acts as a beacon for the renewed commitment that WHO is showing in Primary Health Care. 

I thank God for all that Raj is and all that he has stood for and founded. I admire his humility, kindness, vision and 
enormous peristence. He has been a role model in my adult life and an ongoing source of hope and inspiration". 


All blessings for the celebrations!. 


Warmly 
Ted Lankester 


Raj, 

You have been an inspiration and a role-model for me as one who walked as well as talked the CBHC path. Mine is one of 
the many, many lives that you have touched. Thank you so much. 

May you have a blessed 75th birthday celebration. 

Dave Hilton 


“Even in his shadow....... 


In 1976, as a young pediatrician with four years’ experience of training rural health workers in Papua New Guinea, | 
spent three months visiting primary health care projects throughout S.E. Asia and S. Asia. Neither Dr. Raj nor Dr. 
Mabel was at Jamkhed when | visited, but | was helped to experience what Jamkhed was all about by the staff 

there. The experience has been an inspiration to me ever since, throughout a career in which | have tried to make 
health systems work for people. Now, perhaps more that ever before, in Afghanistan, my colleagues and | are trying to 
develop a national community-based health care system that empowers communities to be responsible for their own 
health and health care. 

We have met several times since my visit to Jamkhed year 
for the inspiration that was there, even in his shadow. 

lain Aitken 


s ago, but | am grateful for this opportunity to thank Dr. Raj 
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Dear Dr Raj Arole, 


I,and on behalf of the Future Generations Arunachal family feel privileged to be able to wish you on this 
day. May God shower his Blessings on you and your family always. 

Our journey in community health in Arunachal started in March 1997, and it was with your help and 
inspiration that we sent our first batch of Village welfare workers (VWW) to CRHP. The lessons learnt at 
Jamkhed has been the single most motivating factor that got our program off the ground in this remote state 
where this kind of work had never been done before. 


[recall the time when you visited Amji village (30 houses)... you had to walk for a good 3 to 4hrs only to 
find the village deserted with a few sick children, a measles outbreak had taken place and the healthy villagers 
had run away to the forest for fear of contracting this evil spirit which had already killed some children. With 
some basic data collection, we found that immunization coverage was non existent. Your visit is talked about 
even today and we are proud to say that there has not been a death due to measles in that village in the last 5 years. 


Following in the footsteps of lessons learnt from CRHP, we now train village women in the basics of 
primary health care. The model that you and your dedicated team shared with us in Jamkhed is being used in our 
sites in various parts of this state. We have over 150 trained VWW now and the training continues. 


It has been a journey worth traveling with you Sir and words cannot express the feelings we have for you. 


You are fondly referred to as ABU (FATHER) in Arunachal and we have been so lucky to have been able to share 
our tribal life with you. 


With warm regards, 


DrAudrey Apang 

Chairperson , Future Generations Arunachal 
Vivek Vihar, 

Itanagar, Arunachal Pradesh. 

Phone : 0360 2291767 , 2215355. 


Email : audrey@future.org 


www. future.org 
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276 Essex Street » POBox249 .» Lawrence, MA 01842-0449 « 


Administrative Services 


New England 
Conference 


Sy 


The United Methodist Church 


April 7, 2008 
My Dear Raj, 


How quickly time passes. Congratulations on attaining this life’s milestone of 75 years 
young. | trust this momentous occasion finds you in good spirits and good health. 


As soon as | received the notice of this celebration of your life and work | was excited to 
share with you my abiding deep affection for you and your late wife Mabel. | have had 
the opportunity in my life to meet many committed, caring, and visionary leaders, but none 
more so than you. It is often said that we will not know all the people whose lives we have 
touched in this lifetime. You are fortunate to know so many, but there are tens of 
thousands beyond the ones you know who have benefited from your work, your spirit, and 
your vision. 

| still remember with great fondness my times spent in your home at Jamkhed, your 
hospitality. The passion for your work and your commitment to assist the poor was and is 
a reminder to me often of what it means fo live a Christ-like life. Words are inadequate 
to express my joy in your having been a part of my life as a witness to what one person 
can do to change the world. 


With warmest greetings and heartfelt best wishes for many more healthy productive 
years of sharing your life for others. 


if Paris copesion 


Rev. Charles R. Carnahan 


Phone 978-682-8055 « Fax 978-682-8227 
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Dr.Raj Arole, 


It has been our privilege to know Raj Arole for over 30 years since the time we began our work at the Wanless 
Hospital in Miraj, Maharashtra in the 70s. Raj and Mabelle had graduated from CMC, Vellore some years ahead 
of us and had begun their pioneering work in Jamkhed by the time we started at Wanless Hospital. Kalindi 
remembers the first time she visited Jamkhed and the graciousness and hospitality with which she, who was just 
beginning her career in community health, was received. The Aroles had started to implement community based 
primary health care even before the Alma Ata declaration in 1978 and Kalindi was able to use a similar approach 
in her work in Miraj thanks to Raj and Mabelle’s guidance. 


Our paths intersected again in the 90s when we started our work at the Christian Medical Association of India 
(CMAI) in New Delhi. We sent many of our staff to Jamkhed for training while as CMAI expanded its 
community health work in Chotanagpur, Madhya Pradesh and the North East. The concept of a comprehensive, 
community based, community owned health care program was not fully accepted in India at that time when 
most programs were vertical and compartmentalized. Raj was one of the few in the country who continued to 
advocate for an alternate approach. We at CMAI were fortunate that CRHP was one of our members and we 
were able to cooperate with each other in our work. 


When we moved to New York in 2000 to work for the General Board of Global Ministries (GBGM) of the 
United Methodist Church we found that GBGM had introduced the Jamkhed model to several communities 
around the world. Over a period of 15-20 years it sponsored 250 health workers from Africa, Asia and Latin 
America to Jamkhed. When they returned home they were able to plant the seeds of community based primary 
health care in their communities. foday, the community based primary health care projects of the Church around 


: me are a witness to Raj Arole’s vision. We at GBGM wish to salute a pioneer and a good friend on his 75". 
irthday! 


Kalindi and Cherian Thomas, GBGM, New York 
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Happy Birthday, Raj.And what an amazing 75 years you have had!! 


I first met you and Jamkhed in 1971, during the second year of a three-year drought.My first impression was 


has been the gold standard of community-based 
maybe 30 countries and they all claim to mobilize and 


empower their communities.Many do a very good job, but no one has done what Jamkhed has done 


I included Jamkhed in my dissertation research and have learned so much from what you and Mabelle h 
done. Training was a vivid example.A capacity building session that I observed several decades ago "§ ote 
exemplifies to me how the CRHP works.The training session was not you or Mabelle lecturing ne a 
demonstrating to the assembled Village Health Workers on a particular subject.Instead, a simple question 
was asked: "What problems have you experienced this week?"One VHW informed the group that one 
mother in her village would not bring her child to the growth monitoring session. The instruction for the day 
was suggestions from the VHWs on how their colleague might persuade the 
mother to participate.All the teaching was evidence based — consisting of ways the VHWs hadipersuaded 
recalcitrant care-givers to take part in the weighing/counseling sessions.So simple, so effective....so 
empowering. 


It was the great respect that I had for Jamkhed and your work that led me to recommend to Max Fischer in 
the first year of the new millennium that he spend time at Jamkhed after graduating from MIT and before 
entering Columbia Medical School.Little did I expect him to tell me upon his return to the States that his 
time at the CRHP was a "life changing experience".A bell went off.If this was so important to 

Max, other young pre-meds could learn from Jamkhed and cement a vivid conceptual framework of what 
community PHC in a developing world looked like that could serve them through their medical studies. Thus 
was born the Mabelle Arole Fellowship.The stories I hear from the returned Fellows over the last six years 
clearly demonstrate that you have had an impact on shaping the thinking and commitment of these 
physicians-to-be and, in this way, you have played a major role in shaping what role they will play in 
international community health in the future. 


Raj, you have contributed so much over the years - not just to the villages in the Jamkhed catchment area, 
but to India and beyond. You should feel very proud and rewarded for the fine work and the amazing results 
that you and your program have achieved.I wish you a joyous 75th celebration and many more years to 
come - David 


David F. Pyle, Ph.D. 

Senior Associate 

John Snow, Inc. 

1616 N. Ft. Myer Drive (11th Floor) 

Arlington, VA 22209 

Tel: 703-528-7474, 703-310-5196 — direct, Fax: 703-528-7480 
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Dear Raj, 


Congratulations on your 75th, | trust and hope you will remain active for at least the next 10 years as | 
have attempted to be. Now so much more possible with developments in world communication. 


It is now | believe almost 50 years since | visited and was welcomed to Jamkhed, and saw all the 
VHWs from different caste back grounds, all sleeping under a communal ‘blanket’. You took me out to 
meet some of them in thier villages andi was greatly impressed to meet and see the work of the ‘young 
farmers clubs’ to improve agriculture and change the life of other fellow villagers. You may remember 
helping me to put together a TALC teaching slide set on your work at Jamkhed which | hope led to 
many other following in your footsteps. 


| was fortunate to meet you at many meetings and hear how your work was proceeding, It was a 
delightyou and Mabel speak of the broad aspects of you work tothe impoverished villagers to build a 
better life for themselves and their children. 


My very best wishes to you at this time 


David. 


Prof. David. C.Morley.MD. CBE. 
51 Eastmoor Park, 

Harpenden. 

AL51BN.UK. 

Phone/Fax 44 (0) 1582 712199 
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From the beginning Jamkhed was both the dream 
Mabelle Arole. It may well be the case that Raj Arol 
her death took Mabelle away. 


and the accomplished fact of an unusual couple, Raj and 
e . ree act anh: ® 
S greatest achievement has been to continue the work after 


At the beginning of the project, motivated b ; 
; y their love for their neigh . ‘oti 
re tise : oe ghbors and empowered by their Christ 
faith, their trainingand their Ownexperience in primary health care, Rajand Mabelle Arole ademas chan - 
to the approaches toprimary health care traditionally taken by most professionals. They demonstrated “vent 
Jamkhed, that ordinary villagers, with little in the way of material resources, can themselves be shinoeanel to 


provide care for each other and achieve levels of health for men 
, women and chil 
dream of more than thirty years later. children, that others still only 


From the outset people with leprosy have been included in their concerns and the results are dramatic. Patients 
now recognize the disease early, come forward for treatmentvoluntarilyand persistwith treatment until cure is 
achieved. Before Raj and Mabelle Arole began their work in Jamkhed people with leprosy were often driven 
from their homes and unable to get treatment for their leprosy or any other disease. 


Those who were treated were treated in separate clinics and leprosy workers often felt as unvalued as their 
patients. All this has changed. Over 2,000 patients have been cured and the number of new cases has been 
reduced dramatically.People with leprosy no longer find themselves without work, without homes, without the 
possibility of treatment and without hope. They are accepted in their communities, treated with respect and , 
much more often than not, find themselves cured without any residual disability. 


It is my earnest hope that this seventy-fifth birthday celebration will open up a new appreciation of the 
achievements of Jamkhed and lead many to follow Dr Raj Arole's example. 


Felton Ross. 


Dear Ray J0chox. 


It is a delight to me to have this opportunity to extend special recognition to you on your 75" birthday.I had been 
at American Leprosy Missions only a short time when Dr. Felton Ross, our Medical Director at that time, told 
me about the marvelous work that you and Mabelle were doing at Jamkhed.Since that time, and having come to 
know you and your work personally, I must say that your demonstration of wisdom and vision in the building up 
of the Comprehensive Rural Health Project and your many other endeavors has beautifully expressed God's 
grace and provision. You have been a blessing to me and of course countless others living in poverty whose lives 
have been enriched by your good work. 


May God continue to richly bless you, 
Lance Renault 


Chief Program Officer, Retired 


American Leprosy Missions 
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Dear Shobha: 


to be felicitated in a special way on the 1" May 2008. I 


Dr R.S.Arole is going 
How nice to know your father r : ishes and congratulations to him and to all of you on 


wish I could join you in person but here is my best w 
this great occasion. 


ts way back in 1975 when I was an 
I had practically no idea about Community Health till I met your paren 
ae en the Emmanuel Hospital Association (EHA) whose Board Chairman was fortunately your 
father Dr R.S.Arole. Under his guidance and practical demonstration, EHA took strategic steps in 
Community Health as an important answer to the health needs of the Indian rural populace. Your parents 


had set up important milestones in India’s journey to attain health for all its people. 


Your parents were not only colleagues in a common mission but close family members and we count it a 
privilege to know them in that special relationship. We thank God upon every remembrance of them and we 
are so glad that you have followed them in their footsteps in this noble task of making a difference to the 
less privileged. 


My wife Sangi joins me in wishing your Dad God’s special blessings and we send him our warmest 
greetings and regards. 


Sincerely, in Christ 


Lalchuangliana 


Dear Dr Arole, 


As you enter another year in your life, we at EHA want express our greetings wishes to you. We also want 
to let you know that you are in our thoughts. 

Though many of us were not with EHA during the years you were actively involved in EHA, we have heard 
from our predecessors about your major contributions EHA board Chairman in its initial years. 

The many staff whose capacities have been built by your team continue to be in EHA leadership even today. 
May God continue to bless and keep you in the coming years... 


From friends in EHA 


Dr Mathew Santhosh Thomas, MD, 
Executive Director, 
Emmanuel Hospital Association, 


808/92, Deepali Buildings, Nehru Place, 
New Delhi 110019 


www.cha-health.org 
Tel -91-11-30882009 Fax - 91-11-30882019 
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Dear Dr Arole: 


Please accept our congratulations and best wis ; 
Shes on reac 

YOUNG! We know that God has blessed your efforts (and that ry 

you have inspired and mentored over the ; 


g this important milestone of 75 years 
our family, colleagues and countless others 
years) through your service in Jamkhed and beyond. We are also 


u in developing healthier and happier ities j 
come.(As a fellow alumnus of CMC Vellore and Johns Hopkins U, lam so hoa icin ticeeeate ee 


you.)I pray that God will bless Shobha and her team as the ti we ‘ott 
service you and Dr Mabelle so prayerfully established years in rontinue the exemplary tradition of Christian 


Warmly, 
Jayakaran 


Jayakaran S Job, MD, DrPH, FACPM 

Global Health, Epidemiology/Biostatistics, PreventiveMedicine 
Schools of Public Health and Medicine 

Loma Linda University 

24951 North Circle Drive 

Loma Linda, CA 92350-0001 


Tele: 909 558 4902 
Facsimile: 909 558 0389 


email: jjob@llu.edu 


Dear Dr. Arole 

I met you in the summer of 2004 through Connie. I attended the short course on CBPHC and studied CRHP’s 
empowerment and community participation strategies for sustainable change for my dissertation research. I had 
the privilege to extensively interact with you and the entire CRHP family over two months and learn about the 
success factors behind CRHP’s accomplishments over the past 35 years. 

Interactions with you taught me and impacted me in many ways. However, the one key learning I took 
away is the value and importance of trust and respect that we need to vest in communities and people. Not 
only are these factors mere principles of CRHP’s work in the many villages surrounding Jamkhed, but I could 
experience it first hand from the way you interact with people - always listening to their needs. Moreover, many 
community members (both young and the old) described to me in great detail how they had never been treated 
before with dignity until they began working with you and Mabelle Arole - a true testament of compassion and 
trust, I believe. . 

I also learned from you the fact that all individuals, especially the marginalized and oppressed, have 
infinite potential as demonstrated by their participation in the CRHP programs. I took away an important lesson 
on how development organizations can help unleash peoples’ (women, men and children) potential if they wish 
to. . 

I look forward to returning to Jamkhed and spending more time with the project in the years ahead. 


Wishing you good health and best wishes on your 75" birthday. 


Regards 
Ketan 


Ketan Chitnis 
Pune, India 
Visited, studied at and researched CRHP Jamkhed in summer 2004 


Presently working in communication for health and development in UNICEF New York 
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To Dr.Shobha Arole 


Dear Arole, 


Thanks for informing of your father's 75th Birthday celebration on May Ist. . 

What a remarkable life he has had - someone totally committed to upliftment and service of the most 
marginalised populations during most of his life.It is not often that you hear of a highly qualified medical 
professional pursuing the "path not taken".Drs. Arole did that and they both have become a source of 
inspiration to a lot of us involved in community health. 


His strong belief that health care is only a part of comprehensive community development and his 
confidence that local rural pecple can be trained to acquire skills required for delivery of primary health care 
are responsible for his remarkable success.The training programmes he has created have provided many 
rural people an opportunity to participate in the delivery of health care actively, and this has become a 
fabulous model of community based primary health care. 


The inspiration we have derived from these models helped us in the development of our Rural Eye Care 
programme. This has the following components : 


Secondary Care Eye Centres (1 per 500,000 population) 
Vision Centres for primary health care (1 per 50,000 population) 
Vision Guardian or Volunteers (1 per 5,000 population) 


In promoting and refining both our Vision Guardian and Vision Centre programmes, the knowledge from 
Dr.Arole's model had provided much needed inspiration and guidance. 


I wish Dr.Arole many more years of productive and Happy life. 
Warm regards, 
Gullapalli N Rao 


Distinguished Chair of Eye Health, L.V.Prasad Eye Institute, Kallam Anji Reddy Campus, L.V.Prasad Marg, 
Banjara Hills, HYDERABAD - 500 034, Tel : +91-40-3061 2345 / 6551 0365 (Dir), Fax : +91-40-2354 
8271, Email : gnrao@I|vpei.org 
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you over these many years. 


Soon after I registered in the MPH program in Sept ‘ ; 
pt °73 at Johns Hopkins Universit School of Hygi 
pues Health, I also was assigned to our great y Tespected friend and mentor, Dr Carl Taye ae 
ough him, and others in the Dept of International Health, your name was frequently mentioned inthe 


context of your innovative program being implemented in the C 
Jamkhed in Maharashtra. € Comprehensive Rural Health Program at 


Following my return to India in mid ’75, I had the Opportunity to personall 
down at the bus-stand in the evening, inquiring as to where Dr Arole’s hos 
directed to the illuminated cross glowing in the darkness. After a brief wal 
Mabelle as a guest in your home. 


y visit Jamkhed. I recall getting 
pital was located, and being 
k, I was welcomed by you and 


During the next few days, you and she shared with me some of the many ways in which the Lord had 
enabled you to establish and build the CRHP program, including village visits and informal times with team 
members. I appreciated the concerted efforts you both made to demonstrate your respect for your team 
members as colleagues in ministry as together you interacted with village folk in the process of enabling 
them to take responsibility for improving and maintaining their health. 


Although you enthusiastically shared concepts and insights with many who came to Jamkhed for training, 
I’m particularly grateful for the training in community health that you provided for a significant number of 
personnel from CH programs in Emmanuel Hospital Association. In doing so, you contributed substantially 
to its growing and developing emphasis on CH. 


Some years later during another visit to Jamkhed, despite your increasingly demanding domestic and 
international schedule, you accepted my request to serve on our EHA Board. Your generous commitment to 
serve on the Board and later to exercise your wise guidance as Chairman of the Board well into the 1990’s, 
ensured appropriate and sensitive policy and direction to this growing indigenous medical mission. 

I recall being pleased to learn of your ordination some years ago as you publicly recognized God’s call on 
your life. 


You have received numerous well deserved domestic and international honors, Raj, but I believe the high 
esteem with which you are held by your many friends in India and around the world is perhaps a greater and 
enduring honor. I’m personally honored and grateful for this opportunity to participate in your very special 
bithday greeting. 


May the Lord continue to richly bless you, Raj, as you continue to honor Him in your life and ministry. 


Howard 

Howard Searle MD, MPH, FRCS 

Executive Director EHA(USA) 

215 N Arlington Heights Road, Suite 102 

Arlington Hgts., IL 60004 

Voice - 847-632-1170 Fax - 847-577-1566 E-mail - hsearle@ehausa.org 
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April 9, 2008 


Dear Raj, 


Greetings and best wishes on the occasion of your 75" birthday. I am delighted to have this opportunity to 
share a few words of appreciation for your lifelong commitment to the well-being of others. You and 
Mabelle made a lifelong commitment to service as a witness to God’s love for all people, and thus began a 
vocational journey that has touched and transformed the lives of so many individuals in India and around 
the world. And to quote a local saying, ‘the apple doesn’t fall far from the tree,’ as Shoba joined the 
leadership and brought her own skills and energy to an already remarkable program. 


I recall one trip when you and Mabelle took an LWR delegation, including colleagues from Liberia and the 
Philippines and me, around to various sites. As was sat on the ground in several villages, you were 
surrounded by women—Mabelle adding to (well, sometimes amending!) your words of wisdom and village 
health workers sharing their experiences while you peppered them with questions in ways that raised their 
expectations of, and confidence in, themselves.But, even more fun for me, was being with you at a couple of 
conferences when you seemed to take on the entire medical profession, and you can do so with credibility 
because you have demonstrated that people can and should be entrusted with the power of information. 


I remember the first time I met Lalanbai after reading her story in Jamkhed. Through her involvement with 
the CRHP, her God-given potential was given space and encouragement to blossom, in turn empowering so 
many other women. That encounter was one of the most amazing moments of my life, one of the many gifts 
of inspiration that your work gave to me. That inspiration touched the lives of people who never had the 
opportunity to visit Jamkhed.I shared Parubai’s story with many church groups as I challenged them to 
engage in advocacy with public officials. While they forget most of the rest of the speech, even years later I 
had individuals come up to me to talk about the lasting impact of hearing her story. 


Raj, you walk the talk, you are the real deal. Thanks for who you are and for all you do to make this world a 
better place. 


Kathryn Wolford 
President 
The McKnight Foundation 


kwolford@mcknight.org 
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Dear Raj: 


You may or may not remember me: I'm one of Carl's followers 
teachingColumbia since then. In the '60s, I Spent two years in N 
Margaret Woodland's) Imesi Ile Under Fives Clinic and then, w 
urban equivalent in Lagos... and then training nurse midwives t 


got my Dr P.H. at Hopkins in '77, 
igeria, evaluating David Morley's (and 
ith Olikoye Ransome Kuti, setting up an 
0 do likewise in other Nigerian cities. 


We met several times either at Pat Gass's Riverside Drive apt or at Hopkins. But as a fervent apostle of 
integrated community based self sustaining primary care, I have directed my students to visit Jankhed and 
extolled it as the very best example of how things should and can be done; what you and Mabelle created 
remains the exemplar! One of my students, after visiting with you for a couple of months,an evaluation, 


using a tenscoring system that I'd devised, and to my amazement, Jamkhed scored high on every single 
item! 


One question remains in my mind (actually one question and one answer! ): I once asked Mabelle whether it 
seemed likely that you two would have done what you did (and succeeded!) had you not been Christians? 
She thought for a minute and then quietly replied: "Probably not". She then explained the extreme patience, 
understanding and determination, carried you through the early trials, frustrations, obstacles andnecessary 
cultural re adaptationwhich you were confronted early on, implying that your faithyou going. I wonder 
whether you would answer in the same way? 


In any case, you and your family are role models for all of us and the only trouble with Jamkhedthata half 
century,remains such a unique example, not of "scaling up"anmodel of primary care,of continuous 
pseudopodial lateral extension based on each community's readiness to partner. Jamkhed also exemplifies 
Carl's three legged stool concept of balanced development by community ownership, professional oversight 
and money/power support. 


Thanks to Jamkhed, those of us working to promote sustainable integrated primary care...a pervasive 
climateoverwhelming, $ andeffort largely go into-problem - dedicated, vertical programs, usually crisis 
oriented & evaluated in the short term... can keep the faith, knowing that sooner or later, the pendulum has 
to swing back towards the ideals of Alma Ata.faith is kept alivethe living proof that you have provided at 
Jamkhed that basic primary care for all members of a defined target community can be providedlow costthat 
healthier mothers, children, families are the main beneficiaries...careers, publications,the providers! (though 
of course youearnedof those, in addition to the admiration of people like me!) 


Love and congratulations (andhope that Mabelle is able to take satisfaction in your and her and Jamkhed's 
continuing success!), from 


Nicholas Cunningham MD, Dr PH, (both at Hopkins) 


Emeritus Professor of Clinical Pediatrics and Clinical Public Health, 
Columbia University 
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INGRATITUDE TO RAJ AROLE 


Itis with a great deal of gratitude that I write this expression of appreciation 
ife of Raj Arole. 

piel Dr. Rai Arole and Dr. Mabelle Arole in 1991 when they came to 
visit the headquarters of the General Board of Global Ministries of the 
United Methodist Church in New York in 1991. At this time Dr. Mabelle 
Arole shared with the staff of the then World Division the project she and her 
husband Raj had established in the rural area of Jamkhed, India. The 
“Comprehensive Rural Health Project” had transformed experiences of 
death into experiences of life for so many villages. 
| Life conditions of Jamkhed , India seemed to be even more severe and 
threatening to hopes and aspirations of so many people than in Latin 
America and the Caribbean, and yet the project had indeed made a difference in their quality of life. Statistical 
:nformation indicated the significant decrease in infant mortality, child bearing mortality, preventable diseases 
mortality and increased integration of all peoples in the community working together. WE WANTED TO 
LEARN MOREABOUT THIS PROJECT. 

In December 1992, I visited Jamkhed and needless to say that I was profoundly affected by the achievements of 
the health project . The project had affected changes in the socio-economic, political and human factors that 
oppressed poor people and the “NEW JAMKHED” was creating communities free of the forces of 
domination, exploitation and dehumanization. WE NEEDED TO IMPLEMENT THIS INCREDIBLE 
EXPERIENCE AMONG PEOPLE OF LATIN AMERICAAND THE CARIBBEAN. 

In 1994, The CRHP (Comprehensive Rural Health Project) in Jamkhed started a diploma course for 
“Community Based Health and Development”. At this initial stage of the program Latin America and 
Caribbean participants began preparation to start the project in their own communities. We cancelebrate now 
14 years of implementation of the concepts of The Community Based Health and Development program. We 
can now affirm that the model of Jamkhed has been implemented in many villages and urban centers in Latin 
America and The Caribbean and that people in these areas have the taste of hope that the Kingdom of God 
offers. We can estimate that more than 300,000 people have been impacted through this project. 
Also in 1994, participants from Africa and India participated in the process of training. And because of our 
common interests we have participated in workshops in Liberia, Mozambique and Angola. The poverty and 
different civil wars in Africa require particular care and reparation and development in the lives of their people 
and particularly in rural areas. The CRHP project can continue to encourage and support life giving experiences 
in these rural areas. 

Raj, through out all the years of developing the projects in Latin America, The Caribbean and Africa has been 
our teacher, mentor and spiritual force. He has actively participated in our experiences of learning and has 
supported us when we felt discouraged and praised us in our accomplishments. His presence in our countries 
has been an inspiration. His example and dedication even in difficult circumstances has been a challenge and 
has beenatestimony ofhis faith. 

Those of us who have participated in the project of Jamkhed, and have seen the social, economic and spiritual 
changes, have been profoundly touched by a faith that is transformed in service and ministry. To live and feel 
in the depths of our humanity the affirmation that “YES, WE ARE CREATED BY GOD IN GOD’S OWN 
IMAGE” and we can love ourselves and our neighbors is indeed a gift from God through the ministry of Raj and 
Mabelle Arole. 

Raj and Mabelle Arole inspired by their love of God have shown us how to love our neighbors and how one 
must give the best of our gifts to others and the whole of creation. They have challenged us to give of ourselves 
on behalf of women, children, men and nature. The life giving experiences of the villages of Jamkhed move us 
p aay with perseverance in the participation of the vision of a Reign of God as modeled by Raj and 
Raj, after the death of Mabelle has continued with intensity his ministry supported by his daughter Shobha and 
son Rabbi surrounded by the love and care of the community of Jamkhed and all of us that have been taught by 


him. His faith, his testimony and his love lives for ever in our hearts. 
Nora Quiroga Boots 
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Dr Raj Arole 
Jamkhed 
Tuesday April 16, 2008 


Dear Raj, 


Just a short note to congratulate you on your birthda 
of Jamkhed and the whole. You are indeed an inspir 
the Global Health Council conference next month. 


y and honor your for your years of service to the people 
ation to many workers. I hope you will be able to attend 


Best wishes from 


Paul Freeman 


We salute Raj 


Dear Dr.Arole, 


During my years in India,1953-1995, I learned of your work ,admired it and profited from a few of your 
presentations. 


Thank you and Ad Multos Annos. 


Sister M.Aquinas, 
Medical Mission Sister 


Dear Dr. Arole, 

I wish you a very Happy Birthday and congratulate you on reaching your 
75th! 

I hope and pray you will enjoy many more happy and healthy years to 
come with your friends and family. It was an honor to have shared in your 
work during my fellowship and I know that someday I will return to 
continue my service with CRHP and its mission of love and peace. For 
now, farewell and all the best. 

Sincerely Yours, 

Alex Kaysin 
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April 15, 2008 


Dr. Raj Arole 
Comprehensive Rural Health Project 


At Jamkhed 

District Ahmednagar 
Maharashtra 

INDIA 


Dear Dr. Arole: 

On behalf of the Board and staff of Lutheran World Relief, it is my pleasure to send you our warmest 
greetings on the occasion of your 75" birthday. This is indeed a special milestone! The Lutheran World 
Relief family salutes you and the groundbreaking work you have done. 


[am also sending tributes from two former LWR staffers, Ove Nielsen and Joseph Sprunger, whose 
experiences and fond memories of you bear clear witness to your decades of service at CRHP’s Jamkhed 
project. Please know that all of us here at Lutheran World Relief continue to hold you in high esteem and 
send our very best 

wishes to you on this momentous occasion. 


We pray God’s continuing blessings upon you and your work, and we give thanks for this ministry that has 
provided a beacon of hope and help to so many people for so many decades! 


In Christ’s Service, 


Chu Tue 


Rev. John Arthur Nunes 
President and CEO 


In Tribute to Raj Arole, on the Occasion of his 75" Birthday 
From Two Veterans of Lutheran World Relief 
From Ove Nielsen, Former Assistant to the President, Lutheran World Relief 
Lutheran World Relief came to work with the Aroles after some other agencies had been working at 
Jamkhed for several years. I always considered it a privilege that Lutheran World Relief came to work 
within the sphere of CRHP at Jamkhed. 
Raj Arole effectively represents Christ what Christ was for, and did his work, alongside his wife, in a setting 


that might have been too much of a challenge for many others. What has been accomplished at Jamkhed is a 


real breakthrough by a dedicated, passionate. and th hl t hristi 
the leadership of Raj Arole. p , oroughly competent Christian group that thrived under 


inna one particular incident when I was a guest in their home and I came down to join Raj and 
abelle for breakfast at 6 am to learn that Mabelle had already performed an appendectomy that morning! 


eal _ considered it a privilege that Lutheran World Relief came to work within the sphere of 


Ove Nielsen 
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From Joe Sprunger, former Director of Asia Programs, Lutheran World Relief 


Please convey my congratulations to Dr. Raj Arole on his 75 birthday. All indications are that this 
celebration will be another example of the significant contribution people whose age reaches higher 


numbers can continue to make. Having checked the Jamkhed website, it is clear that to this day Raj has not 
diminished his commitment to enable the poor to have better and healthier lives 


From my first visit to Jamkhed in early 1976, it was clear to me that what Dr. Raj and Dr. Maybelle Arole 
were making possible was highly unusual and eminently sensible. Like the most capable people in many 
endeavors, they made empowering communities to address their own needs in health and other aspects of 
village life look like the obvious and natural approach. But this happened only because of the kind of people 
they were. Not only did they have excellent medical credentials, but they were also able to employ creative 
ways to get around cultural barriers between castes in order to uplift the weakest groups while also 
providing some benefits for others. (This included always finding that the best water sources were in the 
outcaste section of the village and choosing only outcaste or low caste women to be village health workers. 
Both of these resulted in changing village dynamics among the castes.). 


As impressive as these early achievements were, their project and their influence continued to expand. They 
extended the use of appropriate technology limbs, both their production and their availability and fitting 
among poor working people. Through their participation in both national and international groups they 
promoted community based primary health care around the world. They continued to make inquiry and 
analysis central to understanding the work of the CRHP and to expand the application of their efforts to new 
areas. 


Perhaps the most impressive thing about Raj (and Mabelle) is that he always seems as comfortable with a 
group of village health workers as he is with a visiting expert from abroad or a VIP from India. I personally 
always felt very comfortable at Jamkhed and I always felt like I learned something new and significant on 
each visit. 


Joseph A. Sprunger 
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A tribute to Dr. Raj Arole 
April 2008 


. The direct impacts of the Jamkhed 
ruits of -Drs. Raj and Mabelle Arole are extraordinary 
aaa ie i cane aan health and social transformation for hundreds of thousands of 
‘sy, date? sala el ams now carry the Jamkhed vision all over the world. 


- Graduates of training progr Fie ; 
dake Naropa is a beacon of inspiration and hope for activists, ordinary Pee aootit bad 


officials and engaged scholars in many countries. 


t I want to focus on is not the fruit of Dr. Raj and Mabelle Arole’s work, but its roots and soil. 
I emphasize the importance of faith in the unseen. Before any of their visible accomplishments, there were 
long years of faithful preparation and courageous hope in ideas that others might dismiss. The idea of large- 
scale, community-based programs like Jamkhed now seems reasonable and possible — because the Aroles 
have demonstrated their power. But, when they were young doctors with big dreams, it was very different. 
Good and important ideas seem obvious after they bear fruit. But, few people have the generosity of insight 
to recognize and care for them in their fragile germination and early years. 


However, wha 


In 1995, I was privileged to be invited to speak at the graduation ceremony for the Jamkhed Community 
Development Training Institute. I drew a lesson from the physics of lightning, in order to capture the 
importance of the Aroles’ wonderful capacity for faith in the unseen. The visible qualities of lightning are 
what most of us notice. However, scientists have found that lightning has an invisible dimension that is 
more important in determining where it strikes. Lightning begins as “dark lightning” — an invisible pathway 
of negative energy through the skies, as electrons move to open a chain of gaps in air. After the dark 
lightning has found a route to connect the heavens and the earth, then a blaze of positive energy surges 

along this invisible pathway in a brilliant flash. The blazing energy of the Jamkhed model is now visible for 
many to see, but, it is more important to honor and emulate the dark lightning that opened a pathway for it. 
Dark lightening is like listening —it doesn’t make a big show or a big statement or try to get everyone’s 
attention. It doesn’t thunder away. It opens a way. It provides a channel for energy. It is nothing in itself, 
but it makes everything else possible. It can’t be tracked itself, but it makes tracks for others. 


When the Aroles arrived back in Maharashtra in 1970, they did not try to write their name on the heavens, to 
make a mark. Instead they listened, looking for an opening, spending time going from place to place until 
they found the right spark of community enthusiasm for their work. Listening to find out the felt needs of 
the people, their work then followed that path. 


We honor Raj Arole for the blazing power of his achievements. But, I believe that it is more important to 
honor and emulate the hidden origins of these achievements — in long years of patient, courageous listening 
to, and faith in, the beautiful possibilities that few others could see. It takes extraordinary originality and 
strength of character to do this. It also takes something that is far too rare in our world — a lack of concern 
about status. The honor and prestige now flow in. But if Raj Arole had paid attention to mere status, he 
never would have achieved what he has achieved. 


From Betsy Taylor 
Senior Research Scholar 
ASPECT 
Virginia Tech 
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Raj - 


We first met in 1972 at the Christian Medical Commission’s annual meeting in Berlin (and I produced 
Contact 10 on CRHP from your presentation there) and my first visit to Jamkhed in 1973.] had no idea that 
eventually I would be so honored as to work with you — in Jamkhed and also in the U.S. 


You inspired me then to be interested in international health, even as a non-clinician, and especially 
community health. 


And you continue to inspire me with: 

your unceasing love for and faith in the people and your work; 

your never-ending willingness to help others understand the lessons learned from your experience with the 
communities; 


your ongoing engagement with the communities, to learn and expand your knowledge and experience, 
keeping relevant to the changing situation and responding to the villagers. 


I am so impressed with how you are so able to relate and talk with anyone — Indians and internationals 

— to ‘demystify’ medical knowledge for the villagers and non-clinical folks (such as me) 

-- and to ‘demystify’ the process of working with communities to project managers, policy makers, church 
leaders and health professionals, especially doctors. 


I especially enjoy... 
- working with you in the training programs. 
- watching you interact with the VHWs. 


- visiting the farm with you. 
- an evening drink, meal and chat with you. 


The humble way you relate to the VHWs and other villagers, the way you are able to encourage and inspire 
others — you are so generous with your time and your knowledge in sharing with others. These are such 
admirable qualities! 


You have touched so many lives 


— especially the “hard to reach” in the Jamkhed villages, and 
__ the even “harder to reach” in government and church offices and NGOs. 


[ admire you for who you are and what you have done in your life for so many in the Jamkhed area, 
throughout India and globally. 


May God continue to bless you with wisdom and strength to carry on! 


With love, admiration and gratitude, 
Connie Gates 
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To Dr. Raj Arole: 


Words cannot express my deep gratitude to you for your teachings, 
inspiration, and tireless enthusiasm. I continue to be shaped by my 
experiences with the Jamkhed family, which has indeed spread around 
the world. Best wishes to you on your 75th birthday! 


Max Fischer, MD, MPH 

University of Maryland Medical System 
Baltimore, Maryland, USA 

Jamkhed CBHD - Fall 2000 
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Dear Raj — 


Warmest congratulations on your 75" birthday! What a fantastic life you have had, and continue to have.] 
pride myself that I have had a small interaction and large influence from you, and from Mabelle. 


Our time together assessing MCH in India showed me how unique was your insight — from sitting on the 
floor with CHWs while our government counterparts insisted on chairs, to the recognition of how critical it 
was to break the hold of caste by such measures as siting wells where the higher castes could not control 
them.Throughout, your perspective through the eyes of the poor gave me insights and motivation. 


To this day, I consider Jamkhed and your work there the high mark of PHC — the demonstration of what is 
possible, if not yet widely reproduced. While India, and the world was excited by your fantastic results, 
resulting in no small measure in the optimism of Alma Ata, and most certainly in the ill-fated Health Guide 
scheme, few have embraced your fundamental message: to love and respect the very people you are 
working to help. You and Mabelle, and now your daughter too, represent the best of Christian motivation, of 
selfless caring and compassion, tempered by a profound ability to relate and learn from those most 
deprived.Sadly, but not surprisingly, large organizations and especially governments, are unable to relate 
and to learn.The Health Guides were a good idea, but lacked the connection to both the people and to the 
established health system. Yet, the model you have established and proven through now several decades 
persists. 


Raj, your energy and dedication serves to motivate thousands, perhaps more, to try to walk in your 
path.May you continue to have good health and the energy to carry your example round the world.I will 
surely continue to admire and derive strength from your example. 


With best wishes to you on this day, and fond memories of Mabelle. 


Jon 


Jon Rohde, MD 

3 Moray Place 
Oranjezicht, 8001 

Cape Town 

South Africa 

tel: 27 (0) 21-465-0569 
cell: 27 (0) 83-306-7701 


205 


RAJ 


Although we have never met and | have never visited Jamkhed, | have used your work in my 
teaching of Global Health at Emory University’s Rollins School of Public Health for the last 15 
years. recommend your book to many students and have personally given over 100 copies to 
those that express a special interest in working with the poor to strengthen their capacity to 


achieve hope and wellness. 
Thank you for your many contributions 
God’s blessings on your work 


Stanley O. Foster MD, MPH 
Professor of Global Health 
Rollins School of Public Health 
Emory University 

Atlanta GA USA 


Dear Dr. Arole, 


I haven’t been in touch for a few years now, but the short experiences I had at Jamkhed in the 1990s still 
play a large role in framing my thinking and planning in both my professional and personal lives.I have also 
tried to pass on these experiences, as best as words and pictures will allow, to colleagues, students and 
friends over the years, and thus hope to have in a small way extended your enormous impact to others. Your 
clarity of thinking and example of a successful values-based and people-oriented strategy is a model which 
has impacted tens of thousands of persons and organizations around the world.Personally, I want to thank 
you for welcoming me when I was a young medical student and afterwards, and for providing mentorship in 


my formative professional years.The only way I can start to re-pay the debt of gratitude is t 
your example to others. se Ju genes ee 


With warmest of wishes for many more years of happiness and productivity, 


Sundeep Gupta 
PO Box 7007 
Gaba Road 
Kampala, Uganda 
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Dear Dr. Arole, 


I came to know that you are celebrating your 75th birthday] just want 

to send my greetings and good wishes on this great occasion | hope all 

is well with you.I remember the old days when you began CRHP and were 
such a great pioneer in the field, not only in India, but in the world. 


I also remember fondly your contribution in the struggle to set up 
CAHP-VHAI. . 

I've lost contact with you and your family and would love to hear from 
you.|'m doing well for going on83! 

Lots of love and prayers on your new year of life, 

Sr. Carol Huss 


Se 


The relationship with Dr. Raj Arole and Dr. Mabelle Arole, and the CRHP project 
is an integral part of the history and growth of Share and Care Nepal. We shared 
a professional as well a personal relationship which has enriched me and Share and Care in different ways. 


Share and Care was registered on 15" January 1994 as a Christian non profit 
organization to respond to the health care needs of vulnerable people and 
communities in rural areas of Nepal. 


Initially our working approach was charity or welfare oriented. In September 1994, I was privileged to 
participate in a training program at the 
Comprehensive Rural Health Project, Jamkhed India. 


There were opportunities to interact with Drs. Raj and Mabelle Arole and observe the transformation in the lives 
of rural communities through the primary health care approach. These experiences helped me to explore and 
understand the concepts of partnering with the community for sustainable development. With guidance and 
support of the Aroles we applied the principles of the integrated community based development in the Pharping 
program in Nepal. 

This project is now successfully handed over and managed by local community groups. 


In the early struggles of Share and Care, Drs. Raj and Mabelle Arole played a 

vital role in encouraging us to persevere, provide direction, establish contacts 

with funding partners and supported us in various ways. 

In 1998, Share and Care celebrated its 10th Anniversary with the theme “Joy of the Journey”. The inspiration I 
had gained through the interaction with Dr. Arole and learning at CRHP has taken root in the hearts of many 
others and stimulated the beginnings of a movement. Over the years, this movement has spread wings and 
grown to touch many with the message of hope. 


We are thankful to God for the life and service of Dr. Raj Arole and deeply 
appreciate his role in shaping the efforts made by development workers in 
different parts of the world in reaching out to the poor and needy. 


Ramesh Khadka 


Founder and Director 
Share and Care Nepal 
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Dear Raj: 


I want to extend to you my very warmest greetings as you celebrate your be birthday and as we your 
friends and colleagues from around the world reflect on your extraordinary life of Service and achievement. 
You have been faithful to your calling to serve the poor and needy, and you have done this in a pioneering 
manner by demystifying modern medicine for local villagers, empowering men and women to break their 
chains of caste and gender inequity, and helping to create a new field of community health, primary health 
care, and community-oriented public health have brought healing and wholeness to thousands upon 
thousands, and you have been a mentor and teacher to more thousands upon thousands. 


In the midst of all of this busyness, you found time to serve as a member of the Board of Directors of the 
small NGO I helped to start in Bolivia, Andean Rural Health Care (now Curamericas Global), and you took 
in some of our Bolivian staff for training at Jamkhed many years ago. You helped to shape our organization 
and our staff and left your touch on this organization and its work. We at Curamericas Global are forever 
grateful for your generosity, your wisdom, and your example. 


Now that I am working with Future Generations, I have again had the joy of seeing you inspire our master’s 
students as they learn from you and those you have empowered. What an indelible mark you have left in the 
minds of these and so many thousands of other health and development workers and professionals. And our 
Future Generations staff members and community collaborators from Arunachal Pradesh and Afghanistan — 
you and your team have taken in dozens and dozens of these and they now carry out their day-to-day 
community work with the Jamkhed experience as a guiding light for them. 


You have been a servant leader, and your example has and will continue to inspire me and an untold number 


of others. Our world so desperately needs servant leaders who are willing to blaze new trails, chart new 


territory, and sail into uncharted water seeking dignity, health and wholeness for those who suffer from 
poverty and exclusion. 


We all give thanks to you for your generosity and your compassion, for your hard work and your integrity, 
and for your healing touch for hurting bodies, minds and souls. 


[ thank you for your friendship over the years, and for those precious moments of sharing a beer and 
laughing together. 


Well done, faithful servant. 
Henry 


Founder and member of the Board of Directors, 
Curamericas Global 
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HONOR TO RAJ AROLE 


An occasion to Honor Raj Arole is truly a time for Rejoicing and Recalling all that is good in personal 
relations, doing Good because of Being Good. I can never think of Raj except in the depth and sincerity of 
his loving partnership with Mabelle, they were a unique example of the power of synergy and 
complementarity where two personalities go way beyond Supplementing each other’s capabilities to true 
exponential multiplying of the impact of their joint influence and action. 


In God/s good time he brought into the world a Raj who was a unique model of service to people in greatest 
need. His childhood exposure to the extreme deprivation of Dalits was an orientation that shaped his adult 
habits in a natural focus on erasing social constraints that others took for granted. I can remember sitting 
with him in early panchayat meetings where he would naturally and gently comment that it would be 
difficult to talk about cooperation until there were Dalits present. He would chat and bring up the same point 
repeatedly until the Sarpanch sent a boy to bring a Dalit. It built an atmosphere where Equity became a 
natural expectation that permeated relationships and dissolved Caste discrimination. 


Mabelle and Raj also pioneered the practical implementation of Women’s Empowerment. They knew 
intuitively what was needed for persons who were on the social bottom to sense their own worth and 
capacity. The momentum of their “You can do it” repetition of messages was felt in the eagerness of shared 
energy for change. I remember when they finally got around to scientific measurement of the impact of their 
programs they turned to the VHWs to collect data on the mortality impact. They knew their data would be 
more precise than following the usual scientific practices assuming the bias of anyone involved in services. 
Anyone who spent time with these women in their villages knew immediately their total commitment to 
precision and accuracy of every number they reported. Later the project would get around to validation for 
outside acceptance. 


Certainly most important was the way their values were the foundation of all they did. I can remember their 
casual comment, “our religion is what we do.” They did not impose but lived their witness. There was a 
unique feeling about the spirit cn their campus. It was evident also in being with them in international and 
national situations where the tone of their contributions was special. At the highest level of formal policy 
decisions they would quietly listen and then break through at a key decision time. | remember Raj in the 
highest levels of national policy at the right time expressing a fundamental values principle or suggestion 
that opened new horizons of service and opportunity. Their just being there carried a message: because of 
what they had done personally in building up potentials in a new paradigm of social change. 


Thank you Raj for what you and Mabelle have taught your old Professor, 
carl 


Dr. Carl Taylor 

Professor Emeritus 

Johns Hopkins 

Bloomberg School of Public Health 
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